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The Acute Surgical Abdomen In Therapeutic 


Pneumo-Peritoneum 


J. W. Foucue, M. D. 
Columbia, S. C. 


The problem of differential diagnosis of acute 
surgical diseases of the abdomen in the presence of 
therapeutic pneumo-peritoneum has not been fully 
appreciated. A review of the literature reveals only 
scant references to this condition. In view of the in- 
creasing use of this procedure in treatment of pul- 
monary tuberculosis, there will be a considerable 
number of these cases confronting the physician for 
evaluation because of acute abdominal symptoms. 
Although the use of therapeutic pneumo-peritoneum 
in pulmonary tuberculosis is not new, it is only in the 
past ten years that the procedure has become widely 
used in large numbers of cases. It is generally accepted 
that this procedure originated in Europe in 1893, 
although laporotomy for treatment of tuberculous 
peritonitis dates back to Spencer Wells in 1872. 

The presence of a therapeutic pneumo-peritoneum 
increases considerably the problem of diagnosis of 
acute surgical diseases of the abdomen. In differential 
diagnosis all of the known clinical syndromes must be 
considered as well as the probability of a tuberculous 
lesion in the abdomen. Scaff and Bornstein studied 
the effects of air in the abdominal cavity on the peri- 
toneum and appendix by histologic methods and the 
peritoneum revealed only occasional thickening of its 
mesothelial layer. It is not believed that the presence 
of pneumo-peritoneum materially increases the in- 
cidence of acute disease of the abdomen. 

Appendicitis is the most common surgical lesion 
occurring in these patients. Rilance and Warring re- 
port that the incidence was almost eleven times greater 
in patients with pneumo-peritoneum than in other 
hospital patients. This has not been observed in our 
experience, as we have had only one case of acute 
appendicitis (case #1) occurring in 206 patients re- 
ceiving pneumo-peritoneum and seven cases of ap- 
pendicitis occurring in the 2217 patients admitted to 
the hospital in the four year period reviewed in this 
study. In all patients with acute abdominal symptoms, 


*From the Surgical Service, The South Carolina 
Sanatorium. 


in which appendicitis cannot be excluded, operative 
treatment is recommended. Knoepp stated that if 
pneumo-peritoneum is present, the progress of the 
infection appears to be so rapid that one doubts 
whether conservatism can be safely adopted. 


CASE #1 

A 54 year old, colored female admitted to the hospital 
on May 8, 1944 with diagnosis of far-advanced bi- 
lateral pulmonary tuberculosis, diabetes mellitus, and 
moderate hypertension. The pneumo-peritoneum 
therapy was started on January 25, 1946. Onset of 
acute abdominal symptoms on June 22, 1946 with 
upper abdominal pain which persisted and became 
severe in the right lower abdomen. Examination re- 
vealed tenderness in right lower quadrant and pelvic 
examination was not significant. The laboratory studies 
revealed 15,500 leucocytes with 95% polys, and a 
blood sugar of 294 mg. At operation an acute 
gangrenous appendix was removed with no evidence 
of tuberculous infection in the abdomen. Convalesence 
occurred slowly but complete recovery ensued and 
pneumo-peritoneum therapy was resumed on August 
7, 1946. 

The symptom complex of the acute abdomen may 
be bazarre in presence of pneumo-peritoneum, and it 
is sometimes impossible to differentiate such lesions 
as ileo-cecal tuberculosis, tuberculosis peritonitis, or 
tuberculous enteritis. This problem is well illustrated 
in case 2 which proved to be a tuberculous peritonitis 
without pyogenic involvement of the appendix. 

CASE #2 

A 26 year old, white female admitted to the hospital 
on March 28, 1944, with a diagnosis of far-advanced, 
bilateral, pulmonary tuberculosis. Pneumo-peritoneum 
therapy was started on January 12, 1946. Onset of 
acute abdominal symptoms occurred on May 17, 1946 
with pain in lower right quadrant, nausea, and one 
small emesis. Examination revealed localized tender- 
ness in right lower quadrant and pelvic examination 
was not significant. The white blood count was 9350 
with 90% polys. Operation on May 17, 1946 revealed 
a generalized tuberculous peritonitis with tuberculous 
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involvement of the appendix, without pyogenic in- 
fection. The patient developed clinical evidence of 
a hemotogenous tuberculosis and died four months 
later on September 15, 1946. 

The question of incarcerated hernia often occurs 
in presence of pneumo-peritoneum. The symptoms 
and signs are generally typical, but the most confusing 
condition is the pneumocele of the inguinal canal or 
scrotum. Pneumo-peritoneum is often used in the 
presence of inguinal hernia, and incarcerated hernia 
probably occurs with only a slight increase incidence 
as in the general population. We have had a number 
of cases which sometimes have a protrusion of the 
hernia which usually can be reduced by conservative 
measures. The usual methods are used in management 
of such cases with addition of removal of air from 
the peritoneal cavity. There has been only one pa- 
tient requiring surgical treatment (Case #3) in the 
206 patients of pneumo-peritoneum, and in com- 
parison there has been only one case of strangulated 
hernia in the other 2217 hospital patients in this 
study. When reasonable doubt is present and con- 
servative treatment fails, surgical treatment is in- 
dicated as illustrated in Case #3. 

CASE #3 

A 59 year old white male admitted to the hospital on 
February 8, 1946 with a diagnosis of far-advanced 
bilateral pulmonary tuberculosis. The pneumo-peri- 
toneum therapy was started on February 13, 1946. A 
right inguinal hernia was known to have been present 
for many years. On May 3, 1946 patient noticed a 
mass in right inguinal area with slight tenderness. 
Conservative measures were instituted and 1400 cc 
of air were removed from the peritoneal cavity. After 
forty-eight hours there was no change in the mass 
and it could not be reduced manually. Operation was 
done on May 5, 1946 because of suspected in- 
carcerated inguinal hernia and a pneumocele of the 
inguinal canal was found in the hernia sac, but no 
bowel or omentum was found in the sac. The en- 
cysted pneumocele was excised intact and a hernia 
repair done. Patient made an uneventful recovery. 
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The various acute surgical diseases of the abdomen 
may occur in these patients such as perforated ulcer, 
intestinal obstruction, acute gall-bladder disease, and 
acute diseases of the female pelvic organs. Likewise 
acute renal colic occurs and must be considered in 
differential diagnosis. The same principles of treat- 
ment are used in these cases as in similar surgical dis- 
eases of the abdomen in the general hospital patient. 
Once the acute abdomen is diagnosed, the proper 
surgical treatment is to be instituted and the presence 
of pneumo-peritoneum should not influence the 
indicated operative procedure. Anesthesia in these 
cases is usually no greater problem than in similar 
conditions in non-tuberculous patients. In this hos- 
pital we have used all the generally accepted 
anesthesia methods and anesthetic agents for various 
types of operations in tuberculous patients. 


CONCLUSIONS 


1. The purpose of this discussion is to stress the fact 
that acute surgical diseases of the abdomen in the 
presence of therapeutic pneumo-peritoneum occurs 
with at least the same frequency as in the general 
population. 

2. In cases of reasonable doubt, it is advisable to 
resort to operative treatment, as the risk is con- 
siderably less than the effects of a rapidly spread- 
ing peritonitis. 

3. The diagnostic ability and surgical judgment is 
often put to a severe test in evaluating these pa- 
tients. 
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The Care Of The Premature Infant 


Water Moore Hart, M. D. 
Florence, S. C. 


The premature infant is one born earlier than 
expected by the attending parties and sooner than 
expected by the baby. He is ill-prepared to face the 
world into which he has hurriedly and often pre- 
cipitously been thrown. He is immature (a factor of 
development ) as well as premature (a factor of time) 
and his immaturity may well be his undoing. 

Prematurity has been defined as “the termination 
of pregnancy in the period from the beginning of the 
28th to the end of the 37th week of gestation.”1 The 
lower limit of 28 weeks is used as it is rare to see a 
viable infant of less than 26 weeks gestation and the 
upper limit is used because the onset of pregnancy 
can rarely be ascertained more closely than within 
three weeks. 

A definition more usable in practice is a birth 
weight of 2500 gms. (five pounds, eight ounces) or 
less. Babies weighing less than five pounds, eight 
ounces are rarely sufficiently mature to face life with- 
out a few special aids. If we understand some of the 
hazards facing premature infants we should be able 
to improve the mortality rate. In South Carolina we 
are not in an enviable position. In 1944 we had four- 
teen deaths under one month from premature birth 
per one thousand live births. Louisiana had the same 
rate. Only Florida with 14.4, New Mexico with 15.5, 
Nevada with 17.5, and the District of Columbia with 
17.6 were worse. The national average was 11.5.1 In 
1948 the South Carolina rate was 11.8 deaths under 
one month from premature birth per one thousand 
live births.2 

In the Study of Child Health Services (1945-1948), 
conducted by the American Academy of Pediatrics 
and the Children’s Bureau’ and the Public Health 
Service of the Federal Security Agency, 193 hospitals 
reported 6.1% infants with birth weight of less than 
2500 gms. In New York City in 1946 8.6% of live 
births weighed less than 2500 gms.3 In the same city 
in 1939, 7.3% of live births weighed less than 2500 
gms. Among white single-born infants 6%, among 
colored single-born infants 10%, among white plural- 
born infants 56%, and among colored plural-born in- 
fants 57% weighed less than 2500 gms.1 If 2350 
gms. (five pounds, three ounces) is used as the 
dividing figure for the colored infants the discrepancies 
disappear. It is well then to consider any colored baby 
a premature if his birth weight is less than 2350 gms. 

With a normal maternal history 5% of live births 
are premature while with a maternal history of illness 
or abnormalities 12% of live births are premature.! 
Premature infants are frequently in trouble at birth 
or soon thereafter for reasons that are directly 
attributable to abnormalities or diseases in the 
mothers. Such events as premature’ separation of the 
placenta, placenta praevia, toxemia of pregnancy, and 


poor nutrition result in an infant which is frequently 
in distress from intrauterine asphyxia or faulty nutri- 
tion in addition to the prematurity. Premature infants 
often arrive with such rapidity that preparations 
either at home or at the hospital have not been com- 
pleted. This naturally increases the hazard to the 
infant. 

In the Study of Child Health Services (1945-1948 ) 
the incidence of prematurity among infants born in 
193 hospitals was 6.1%. Of this group 6.8% had a 
birth weight of 1000 gms. or less (two pounds, three 
ounces or less), 9.9% had a birth weight of 1001 to 
1500 gms. (two pounds, three ounces to three pounds, 
five ounces), 20.2% had a birth weight of 1501 to 
2000 gms. (three pounds, five ounces to four pounds, 
seven ounces), and 63.1% had a birth weight of 2001 
to 2500 gms. (four pounds, seven ounces to five 
pounds, eight ounces ).3 


The mortality rate of premature infants is inversely 
proportioned to the birth weight. In the same study 
survival rates for 277 hospitals are given as follows: 
birth weight 1000 gms. or less 10.4%; from 1001 to 
1500 gms. 45.6%; from 1501 to 2000 gms. 77.2%; 
and from 2001 to 2500 gms. 92.7%.3 During the 
seventh lunar month the fetus gains from 180 to 240 
gms. per week. It then follows that any step that the 
mother’s physician can take to prolong the pregnancy 
will enhance the infant’s chances of survival. 


Premature mortality is greatly increased by the use 
of narcotics during labor as these depress the infant's 
respiratory center. Anesthetics, if used at all, should 
be very light. Instrumental delivery increases the 
mortality and except in cases with fetal distress it is 
probably best to allow the mother to have her baby 
naturally with as little sedation as possible. Prematures 
delivered per vagina have a better survival rate than 
those born by Caesarean section. 


Before the baby is delivered arrangements should 
be made for the care of the infant. Another physician, 
a pediatrician if possible, should be in attendance to 
devote his full time to the newborn. Prevention of 
trauma, prevention of chilling, maintenance of a clear 
air-way, and prevention of infection are first to be 
executed. Gentle handling and wrapping of the new- 
born in warm blankets or cotton wadding can be 
accomplished in a few seconds so that the all- 
important air-way can be obtained and maintained. 
All instruments and materials coming in contact with 
the newborn should be sterile. Persons coming in con- 
tact with the newborn should be free from respiratory 
infections and, if possible, properly gowned and 
masked. In any event hand washing should be done 
before handling the baby. No bath is necessary and 
anything more than buttdcks cleansing with sterile 
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mineral oil is probably harmful. The premature’s skin 
is very easily broken subjecting the infant to infections 
such as impetigo or bacteremia. 


In clearing the air-way gentle suction may be used 
with a rubber hand bulb, a trap-bulb and catheter, or 
with mechanical suction. The uttermost care must be 
exercised to be certain that five pounds or less suction 
is used as trauma to the oral and pharyngeal mucosa 
will increase the mucus and obstruction from edema 
later. If available oxygen should be administered in 
such a manner that the infant is in a forty to fifty 
percent concentration. This can easily be done in an 
incubator which has the added feature of warmth and 
relative isolation. Many different sorts of incubators 
are in use but the one most readily available in South 
Carolina is the Armstrong X-4 Portable incubator. 
With this incubator an oxygen flow of four liters per 
minute will develop 50° oxygen concentration in 
twenty minutes with the upper and lower ports 
closed.4 These incubators allow control of the tempera- 
ture and provide an entry for oxygen, and control the 
humidity to a satisfactory degree. The temperature at 
which these incubators are kept must be individualized 
for the infant. The smaller and more listless infants 
require more external heat. Hourly axillary temperature 
should be taken and an effort made to have the thermo- 
static controls fixed so that the infant’s temperature 
remains stable at 97° F. to 99° F. Rectal temperatures 
are unnecessary and traumatic. 


As soon as possible a hurried but complete physical 
examination including weighing should be done. It 
is not satisfactory to care for an un-examined baby. 
Nothing should be given by mouth and all efforts 
should be directed toward maintenance of an air-way, 
providing warmth and oxygen, and prevention of in- 
fection and trauma. If respiratory efforts are poor 
small doses of stimulants, e.g., one or two minims of 
caffeine with sodium benzoate, may be given. Over- 
stimulation of these infants does more harm than good. 
Stimulants are very poorly effective—like whipping a 
tired horse. It is better to try to maintain the infant 
at minimal metabolism than to try to get him to be 
alert and active through excessive stimulation. 


No feeding should be attempted until the infant 
is ready to cope with this additional obstacle. At birth 
the premature is not ready for his task of living and 
must first accomplish this goal before being put to 
any further chore. At least twenty-four hours should 
elapse before any feeding is attempted and the infant 
will usually let you know if he is or is not ready then. 
Good color, clear air passages, vigorous movements, 
signs of hunger should be waited upon if possible. 
Since these infants are frequently edematous we can 
wait longer than with a full term infant before needing 
to concern ourselves with parenteral fluids. With in- 
fants weighing less than 1800 Gms. (four pounds) it 
is probably best to wait for forty-eight hours or more 
before trying any feeding. If the infant is showing 
Signs. of dehydration and is still not vigorous and is 
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still having trouble with his respirations parenteral 
fluids may be given to carry him over until feedings 
can be given safely. Lactate Ringer’s solution to about 
20 or 30 cc. per pound and additional 5% glucose in 
water may be given during this early period. 


Feedings may be given from bottle, dropper, or by 
gavage if breast feeding is deemed unwise. Few babies 
weighing less than 2270 gms. (five pounds) will 
nurse the breast satisfactorily. Initially we gavage all 
babies weighing less than four pounds. Our routine 
feeding schedule is as follows: 5% glucose in distilled 
water 4 c.c., one hour later 8 c.c., two hours later 
12 ¢.c.; then every three hours substituting four c.c. 
of an evaporated milk formula for four c.c. of the 
glucose water at each feeding until the full strength 
formula is given. We then cautiously increase the 
quantity of the milk feeding every three hours depend- 
ing upon the condition and size of the infant. The 
formula usually used at the McLeod Infirmary is 
evaporated milk—four ounces, boiled water—six ounces, 
Karo syrup—one tablespoon. At times a formula with 
low fat content is indicated because premature in- 
fants exhibit a lower fat tolerance than do full term 
babies. Alacta—six tablespoons, Dextri-maltose—four 
tablespoons and boiled water—twenty ounces with 
sixteen calories per ounce and Alacta—eight table- 
spoons, Dextri-maltose—four tablespoons and_ boiled 
water—twenty ounces with twenty calories per ounce, 
are useful formulae. As the baby increases in weight 
and strength we increase the size of the feedings. When 
the infant reaches four pounds or is showing strong 
sucking action on the catheter we substitute one bottle 
per day. When this is taken well (in not over twenty 
minutes) we substitute one more, then a bottle every 
other feeding and finally, we place the baby completely 
on the bottle. At times a Breck feeder is used to ac- 
custom the infant to a nipple. This is also useful in 
smaller weaker infants who gag or regurgitate too 
easily when gavaged. All gavage feedings must be 
given by a nurse or responsible person trained or 
thoroughly supervised in this precedure. It is quite 
safe when done properly and provides less work for 
the infant. 


Multiple vitamin preparations in a water-miscible 
base should be given early and in full amounts. Fifty 
milligrams of ascorbic acid and 800 units of vitamin 
D are known to be necessary but requirements for 
other vitamins have not been established. Vitamin E 
has recently seemed specific in preventing retrolental 
fibroplasia, a condition seen occasionally in small pre- 
mature infants, but no definite dosage has been 
established. 


Most physicians’ and laymen’s immediate reaction 
to feeding is that the premature infant must be fed 
early and in large amounts because this infant can ill 
afford to lose any weight. This idea can greatly in- 
crease our premature mortality. These babies do lose 
weight but only a few ounces and usually will regain 
these within two weeks. It seems to us unwise to 
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attempt by dropper, bottle, or gavage to feed an in- 
fant who is unable to keep his airway clear. 


SUMMARY 


Prevention of premature births through improved 
prenatal care is the most certain way of lessening pre- 
mature mortality. Avoidance of any depressing drugs 
during delivery gives the baby a better opportunity 
to live. Gentleness and patience are most essential in 
the care of prematures. Trauma, chilling and exposure 
to infection should be avoided. The air-way should 
be kept open and oxygen provided if possible. 


THE JouRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 277 


Adequate time should be allowed for the infant to be- 
come prepared for feeding. 
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‘Transverse Abdominal Incisions 


E. M. Corvin, M.D. FurMAN T. WaLLace, M.D. 
Spartanburg, S. C. 


The use of transverse incisions is a definite advance 
in abdominal surgery. Since a vertical incision is 
easier and quicker to make and requires a less precise 
diagnosis, it has been the incision usually employed 
from the beginning of modern abdominal surgery. We 
have reviewed 1000 consecutive operative abdominal 
cases with respect to the type of incision that was 
employed. We wish to present a discussion of the 
advantages of the transverse incision and its varia- 
tions. 

A review of the anatomy of the anterior abdominal 
wall shows that the only vertical structures are the 
recti muscles. The skin lines of cleavage run in a 
transverse direction. The fibers of the internal and 
external oblique and the transversus abdominus 
muscles run in a generally transverse direction, and 
their aponeuroses fuse to form the rectus sheath. 
Thus the fibers of the rectus sheath are in a transverse 
direction. Therefore, the transverse incision is more 
anatomically correct. 

The various types of incisions used in our series 
illustrate the adaptability of the transverse exposure 
to all areas of the abdomen. These variations of the 
incisions are shown in Figure I and are described 
below as follows: 

a. Right Lateral Transverse—This incision is used 
principally in biliary surgery and provides an excellent 
exposure. It can easily be varied to a more direct 
transverse incision if that is desired due to size and 
position of the liver. There is a minimal amount of 
handling and packing off of the intestine, thereby de- 
creasing the incidence of post-operative paralytic ileus. 
A left lateral incision is made in the same manner and 
is particularly useful in splenectomy and other surgery 
in that area. 

b. Upper Transverse, Long—This incision is curved 
upward in varying degrees and crosses both rectus 
sheaths, and can be extended as far laterally on either 
side as necessary. It is used primarily in gastric surgery. 


From the Department of Surgery Spartanburg General 
Hospital. 
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a. Right lateral transverse. 

b. Upper transverse, long. 

c. Right upper transverse, short. 

d. Left upper transverse, short. 

e & f. Transverse incision above and below umbilicus 
which may be started on right or left and ex- 
tended across entire abdomen. 

B: Right transverse McBurney. 

. Left transverse McBurney. 

i. Low transverse. 


c. Right. Upper Transverse, Short—This incision 
usually crosses the right rectus sheath and can easily 
be extended either to the right or left. It is used in 
repair of ruptured peptic ulcer, pyloric stenosis pro- 
cedure (Fredet—Ramstedt), exploratory and biopsy 
of an enlarged liver, reduction of intussusception, etc. 
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d. Left Upper Transverse, Short—This incision is 
made just like the one described in the right. It is 
used for gastrostomies, transverse cclostomies, etc. 

e. & f. Transverse Incision Above and Below 
Umbilicus—These incisions may be started on the 
right or left and extended across the entire abdomen. 
These are used for various types of intestinal surgery 
and for explorations. 

g. Right Transverse McBurney—The skin incision 
is strictly transverse, tht external oblique aponeurosis 
is split in an oblique fashion, and the transversus 
abdominus and internal oblique are split just before 
they fuse in a transverse manner. Thus, this incision 
can be easily extended to and across the rectus sheath 
if necessary. This incision, of course, is used primarily 
in appendectomies but has various other uses. Its 
position can be varied if the suspected pathology is 
thought to be higher or lower than usual. There is 
also less bleeding from the muscle by splitting the 
fascia in this position. 

h. Left Transverse McBurney—This is the same as 
on the right and used for colostomies and various ex- 
plorations. 

i. Low Transverse—This incision is curved down- 
ward and crosses both rectus sheaths. It may go 
directly across the muscle fibers or lower, and across 
the aponeurosis of the recti. It is used in pelvic 
surgery primarily and is especially useful in short fat 
women for the pelvic exposure is much better than 
could be achieved with a vertical incision. 


DISCUSSION 


The advantages of transverse incisions as observed 
in our series are as follows: 

1. Adequate exposure can always be obtained for 
the incision can be readily extended. As a rule the 
pathology can be fairly definitely localized and the 
incision made directly over it. Retraction is usually 
at a minimum, and there is consequently less trauma 
to the abdominal wall. 


2. The strength of the abdominal wall is main- 
tained better than with vertical type _ incisions. 
Muscular contraction tends to pull the incision to- 
gether rather than apart. There has been no incidence 
of hernia in our series of transverse incisions. There 
are only 2 herniations in this group of cases. One 
occurred in a paramedian vertical incision and the 
other around a cecostomy tube. There have been no 
eviscerations in this series and only one incidence in 
which there was some separation of the skin incision. 
In this case the anterior fascial sheet was intact, and 
it was only necessary to resuture the skin. In this same 
period of time, we have repaired 20 ventral herniae, 
all of which occurred in vertical incisions. This is an 
interesting observation but is not statistically con- 
clusive because the herniae usually occurred in old 
incisions, whereas the transverse incisions in this 
series are still recent. So we have no true comparison 
of the incidence of herniation. Singleton2 in 1943 
reported a series of 9000 cases. In 5,854 vertical in- 
cisions there were 60 disruptions (1.02 percent) and 
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131 herniae (2.24 percent). On the other hand, in 
3,147 transverse incisions there occurred 1 disruption 
(0.04 percent) and 29 herniae (0.92 percent). Wit 
the improvements in surgical technic and with the 
use of non-absorbable suture material, it would seem 
logical to assume that the incidence of hernia with 
transverse incisions now would be _ practically 
negligible. 


3. Greater post-operative comfort is enjoyed by pa- 
tients with transverse incisions. Coughing or sneezing 
causes less discomfort, and the patient is able to 
breathe more deeply with less pain. These factors are, 
of course, of great importance in the prevention of 
post-operative pulmonary complications. In this con- 
nection, we have for the past two years injected the 
intercostal nerves with benzocaine-in-oil just prior to 
making the incision in most upper abdominal prc- 
cedures. This adds considerably to the patient’s post- 
operative comfort as well as aiding in the prevention 
of pulmonary complications. 


4. Transverse incisions are easily fashioned and 
closed. Slightly more time is required in making the 
incision due to the increased number of blood vessels 
in the muscle requiring ligation. However, this time 
is frequently regained in the closure because there is 
seldom any tension on the layers that are to be closed. 
Closure in the presence of distention is much easier 
with a transverse incision. In our series the closures 
have been accomplished with interrupted cotton. In 
several cases braided tantalum wire was used for 
the fascial closure. The skin was usually closed with 
skin clips. 


Sectioning of the recti muscles has no_ serious 
sequelae for when they heal, there is simply an extra 
tendinous intersection without functional impairment. 


5. The resulting scar from transverse abdominal 
incisions is considerably less prominent than in vertical 
incisions. There is usually only a narrow line which 
frequently fades until it is scarcely noticeable. The 
scar does not tend to become wider as is the case in 
many vertical incisions. 


6. The nerve supply of the abdominal wall comes 
from the lower six thoracic and the first lumbar nerves. 
These nerves sweep across the abdomen in a more or 
less transverse manner. This, therefore, makes trans- 
verse incisions advantageous in that there should be 
less nerve damage. 


Disadvantages: As far as we are concerned, there 
is actually only one disadvantage to transverse in- 
cisions, and that is that some types require more time 
to fashion than a vertical. However, with experience, 
this disadvantage is soon discounted. 


A breakdown of our series of cases is shown in 
Figure II. Twenty ventral herniae repairs were not 
included under vertical or transverse because the skin 
incision as a rule had to be made in the previous 
vertical direction with excision of the old scar. In some 
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FIGURE II 
REVIEW OF ABDOMINAL INCISIONS 
Transverse Vertical Total 
Upper Abdomen 170 5 175 
Lower Abdomen 571 254 825 
Totals 741 259 1000 


instances it was possible to close the fascia trans- 
versely while in others a vertical closure was necessary 
depending upon the type of defect present. In five of 
these cases where there was a_massive fascial defect, 
inlays of tantalum mesh were used with excellent 
results. 

The five vertical incisions in the upper abdominal 
group were used in lower esophageal work and were 
paraziphoid type incisions. 

The 254 vertical incisions in the lower abdominal 
group were practically all used in pelvic surgery. The 
low midline incision is easily fashioned and can as a 
rule be adequately closed without tension during or 
after the operation. Primarily for this reason we have 
not yet abandoned it for the transverse but are using 
the transverse more and more in selected cases. 


SUMMARY AND CONCLUSIONS 


1. The advantages of the use of transverse ab- 
dominal incisions have been discussed in detail. 
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2. A series of 1000 cases of abdominal incisions of 
which 741 were of the transverse type has been pre- 
sented. No eviscerations occurred. 

3. The various types of transverse abdominal in- 
cisions used in this series have been listed and de- 
scribed, 

4. We are of the opinion that transverse type ab- 
dominal incisions are definitely better than the 
vertical type and are more anatomically correct. 
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Reinforced Inguinal Herniorrhaphy 


Georce V. Rosenserc, M.D. 
Abbeville, S. C. 


Periodically there appear modifications of established 
methods of inguinal hernia repair. Described here is 
a hernioplasty which I feel gives a more secure closure 
of the inguinal area, with added reinforcements at the 
most common sites of recurrence. These are the lower 
angle and the new internal ring. The basic features 
of hernia repair, closure without tension, meticulous 
dissection and meticulous hemostasis are carefully ad- 
hered to. The “sine qua non” of successful closure is 
strongly felt to be closure without tension. Every 
effort is made to insure such closure, utilizing relaxing 
incisions in the rectus sheath and, when necessary, by 
reflecting a crescentic flap of rectus sheath as ad- 
vocated by Halsted. The sac is always well dissected 
and freed from the cord as high as possible. When the 
neck is of reasonable size it is ligated high with purse 
string of 000 silk, and transfixed beneath the internal 
oblique muscle. If very large, and usually in direct 
hernia, the sac is closed side to side with running 
suture of silk. All other sutures are interrupted, of 
monofilament stainless steel wire. Number 34 is used 
for muscle and deep fascia, number 36 for sub- 
cutaneous tissue sutures and for bleeders. All knots 
are tied square and flat, and ends cut short 


The usual skin incision is made; it should be of 
adequate length—not short. The aponeurosis is cleaned 
well, then cut parallel to its fibers into the extreme 
upper part of the external inguinal ring, and laterally 
beyond the internal ring. This leaves a relatively wide 
lateral flap of aponeurosis. The medial flap is well 
freed from the anterior rectus sheath almost to the 
midline, and the lateral flap to the inguinal ligament. 
The sac is dissected from the cord, dealt with as 
previously described, and excess removed. Cremaster 
and other extraneous cord structures are dissected 
form the cord and discarded. The transversalis fascia 
is cleaned and freed as well as possible and carefully 
sutured to the inguinal ligament. At this time the new 
internal ring is formed about the cord as high on 
the inguinal ligament as is feasible. 

The next step is to make an adequate vertical re- 
laxing incision in the anterior rectus sheath near the 
midline. The conjoined tendon and internal oblique 
muscle are then sutured to the inguinal ligament with- 
out tension. If it seems that this will not allow ap- 
proxination without tension, as is often encountered 
when the internal oblique muscle inserts high on the 
rectus sheath instead of near the pubic tubercle, as 
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seen in a good many direct hernias, the vertical in- 

cision is not made. Instead, a curved incision, convex ve 

medially, is made in the rectus sheath and the fascial \ 
abligue 


Rectus muscle 


flap thus formed is reflected laterally and sutured to 
the inguinal ligament in its lower third. The internal 

oblique muscle is sutured to the inguinal ligament in Q 
its upper portion, as usual. Good deep bites of tissue = 79#’"*/- “/9™en# 
are taken, but tied loosely so as not to cut out. Up to 
this point we have followed a usual method of her- 
niorrhaphy. The next step is the variant which I feel 
increases the strength of the repair. It consists simply 
in reinforcing the suture line just made by suturing 
over it the wide lateral leaf of the aponeurosis of the 
external oblique. This leaf is brought medially beneath 
the cord and firmly sutured to the rectus sheath, con- 
joined tendon, internal oblique muscle and other 
subjacent tissue. Laterally, where the cord emerges, 
a generous cut is made across the fibers of the flap so 
that the cord will not be angulated or constricted. This 
cut encircles the cord where it emerges between the 
internal oblique muscle and the inguinal ligament. 
The cut edges are well sutured down to the tissues 
beneath, forming the new external ring. All that re- 
mains to be sutured is the medial leaf of the 
aponeurosis of the external oblique, which is plicated 
over the lateral leaf without tension. The cord is left 
in a subcutaneous position. The superficial fascia is 
approximated over the cord, and the skin closed. 

As can be seen, no effort has been made to retain 
normal anatomic relations. The prime purpose is to 
form a single, solid floor to the inguinal region, rather 
than form a multi-layered floor as is customarily done. 
This is accomplished by suturing each layer to the one 
beneath, using generous bites. 

This method has been used successfully on direct, 
scrotal, sliding and recurrent hernias. No scrotal 
edema has been observed. Patients are allowed up 
ad lib. There have been no complaints from the wire 
sutures or the subcutaneous position of the cord. 
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CANCER 


Edited by R. W. PostLeruwairt, M.D., Charleston, S. C. 


CARCINOMA OF THE COLON AND 
RECTUM 


R. W. PostLetuwairt, M. D. 


Malignant tumors of the colon and rectum frequently 
produce symptoms which lead to diagnosis while the 
lesion is still confined to the bowel, which is in contra- 
distinction to the other common carcinomas of the 
digestive tract arising in the stomach and in the 
esophagus. Obviously, a higher cure rate may thus 
be expected in the large bowel and rectal lesions with 
prompt application of proper treatment. Further, as 
will be emphasized later, diagnosis can be made in 
a high percentage of these cases with the simplest 
office examinations. 


Much of the material in this discussion is based on 
a survey made of 441 malignant tumors of the colon 
and rectum seen at Duke Hospital during the fifteen 
year period 1931-1945.1 


Incidence—Approximately 60 percent of all malig- 
nant tumors of the gastro-intestinal tract and about 
5 percent of all cancers are in the colon and rectum. 
Although the majority of these lesions are seen in the 
age group 45-65 years, an appreciable number occur 
in earlier decades. Malignant tumors of the colon and 
rectum are not infrequent in the age group 20-30 
years, and nearly all large series have a number of 
patients in the age group 10-20 years. The frequency 
is greater in males. Although Rankin and Graham2 
state that carcinoma of the rectum is rare in the 
colored race, 22 percent of the rectal carcinomas 
were in colored patients in the Duke Hospital series. 
With reference to the site, in a large series reviewed 
by Vynalek, Saylor and Schrek,3 63.5 percent were 
in the rectum and rectosigmoid, 13.0 percent in the 
sigmoid, 7.7 percent in the cecum and 15.9 percent 
in the remainder of the colon. This distribution 
agrees with other large series. 


Etiology—Helwig,4 after a thorough study of the 
evolution of adenomas of the large intestine in a 
series of 1460 consecutive autopsies, concluded that 
some carcinomas of the large intestine arise directly 
from the mucous membrane, but the majority develop 
in adenomas. Malignant transition in familial polyposis 
of the colon is well known. Carcinoma of the colon 
may also develop in patients with chronic ulcerative 
colitis, and Cattell and Boehme’ have emphasized 
that these lesions are highly malignant and metasta- 
size early. 


From the Department of Surgery and the Cancer 
Clinic, Medical College of the State of South Carolina, 
Charleston, S.C... 


Pathology—Rankin and Graham6& classify carcinomas 
of the colon as (1) soft medullary adenocarcinoma, 
(2) scirrhotic adenocarcinoma and (3) mucoid or 
colloid adenocarcinoma. As will be noted later, the 
large, bulky, ulcerated, medullary lesions tend to be 
more common in the right colon and the scirrhous 
type in the left. About 5 percent of carcinomas of the 
colon and rectum are the mucoid type. Multiple car- 
cinomas are not unusual. Metastases occur to the 
regional lymph nodes in the mesentery. In a study of 
200 resections of carcinoma’ of the colon or rectum, 
Gilchrist and David? found 62.5 percent had positive 
lymph nodes. Grinnell® found in 322 cleared speci- 
mens, node metastasis in 43 percent of colon tumors, 
42 percent of rectosigmoid tumors and 53 percent of 
rectal lesions. If remote metastases occur, the liver is 
the most frequent site. Invasion into contiguous 
structures is fairly frequent. 


Symptoms—From the standpoint of symptomatology, 
malignant lesions of the colon and rectum may be 
discussed in three groups: Right colon, including 
cecum, ascending colon and hepatic flexure with the 
first few inches of the transverse colon; left colon, in- 
cluding the remainder of the transverse colon, splenic 
flexure, descending colon and sigmoid; and rectum 
and rectosigmoid as the third group. Because of the 
variable locations defined as the rectosigmoid by differ- 
ent authorities, Gilchrist and David suggested that 
these lesions be described as intra or extraperitoneal. 
Whereas accurate localization could only be made at 
operation, they believe this to be important in selection 
of operative procedure and in prognosis. 


Differential symptomatology in carcinoma of the 
colon or rectum, in a general sense, depends upon the 
presence or absence of obstruction. Anatomically, the 
right side of the colon has a larger diameter than the 
left; physiologically, the function of the right side of 
the colon is that of absorption from the liquid bowel 
content, whereas the left colon is principally for 
storage of semisolid or solid fecal material; patho- 
logically, carcinomas of the right colon are usually 
bulky, papillomatous tumors, while those on the left 
are more frequently scirrhous lesions which tend to 
encircle the bowel. For these reasons, obstruction is 
more common in malignant lesions of the left side of 
the colon, a factor of importance in differential 
diagnosis. 

Patients with malignant lesions of the right side of 
the colon have been divided into three groups accord- 
ing to their principal symptoms: Those with various 
gastro-intestinal complaints, those with weakness due 
to marked anemia and those with a palpable mass in 
the abdomen. The most frequent gastro-intestinal- 
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complaint in patients with lesions of the right colon 
is abdominal pain. This may be extremely variable in 
type, from a slightly annoying dull ache in the right 
lower quadrant to the severe intermittent cramping 
pain of intestinal obstruction. Obviously, the pain as 
well as other symptoms will depend on the site and 
type of lesion, the degree of obstruction if any, the 
involvement of contiguous structures, the presence or 
absence of infection, metastases and possibly other 
factors. Changes in the stool, particularly the presence 
of blood, and changes in bowel habit are the second 
most frequent complaints. Constipation, although 
usually not a prominent symptom, is fairly frequent 
and diarrhea only a little less common. Anorexia and 
nausea may be present. Vomiting on a reflex basis may 
occur in the absence of obstruction. In a small percent- 
age of patients acute intestinal obstruction may de- 
velop without previous symptoms. 


About one-fourth of the patients with carcinoma 
of the right colon have as a prominent complaint 
severe weakness which is secondary to marked anemia. 
In an appreciable number of patients, weakness is the 
only symptom so that a study of the right colon by 
barium enema is indicated in the presence of any 
marked secondary anemia in which the cause cannot 
be identified. Most observers agree that the severity 
of the anemia is greater than can be explained solely 
on the basis of blood in the stool, and postulate that 
the large surface area presented by the papillary tumor 
allows excessive absorption from intestinal content and 
a resultant depression of the bone marrow. In the 
study of 441 patients with malignant tumors of the 
colon and rectum mentioned above, the percentage of 
patients with less than 9.0 grams of hemoglobin was 
13 percent for the rectum and rectosigmoid group, 17 
percent for the left colon, and 34 percent for the right 
colon. 


Lesions of the left colon more frequently produce 
intestinal obstruction than those of the right colon; 
the reasons have been outlined above. Abdominal 
pain, however, is the most frequent complaint in this 
group and again considerable variation in the 
character and location of the pain may be found. The 
pain is usually cramping in nature and located in the 
lower part of the abdomen. It may, however, be dull, 
aching and fairly well localized at the site of the 
lesion. Relief may occur after bowel movement. The 
second most prominent complaint is melena; this may 
be manifested as a few streaks of bright red blood on 
the outside of the stool, or the major part of the bowel 
movement may consist of dark blood. Occasionally 
considerable hemorrhage may occur. Constipation, 
nausea, vomiting and distension are the next most 
frequent complaints in that order. The constipation 
at first may only be a slight variation from the normal 
bowel habit, requiring a mild laxative for relief. 
Periods of constipation may be interrupted by episodes 
of diarrhea, with frequent small, watery stools. 
Occasionally symptoms more suggestive of a rectal 
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lesion may be found, such as decreased caliber of the 
stool, tenesmus and rectal fullness. 


Actue intestinal obstruction may come on very 
rapidly following few or no symptoms referable to 
the large bowel, although usually obstruction develops 
gradually. In the former group, such an episode may 
be precipitated by an unusually large bolus of firm 
fecal material impacting against the lesion, or in- 
flammatory changes may produce sufficient edema to 
close the bowel lumen. Gius® describes hypertrophy 
of the muscular layer proximal to an obstructing lesion, 
and believes the large bowel compensates either 
partially or completely for a slowly developing stenosis 
by an increased propulsive power. As the stenosis 
increases and the limits of hypertrophy are reached, 
decompensation occurs. This may explain the relative 
absence of symptoms prior to rapidly developing com- 
plete obstruction. As the ileocecal valve is competent 
in the majority of patients, obstruction in the left side 
of the colon is “closed-loop” in type. Small intestinal 
liquid and gas may continue to enter the colon, but 
cannot escape, distention of marked degree may very 
rapidly develop, with the resultant increased intra- 
luminal pressure and the consequent dangers of 
perforation and peritonitis. This situation is a surgical 
emergency and must be promptly identified and 
treated as such. 


The most common symptom in patients with lesions 
of the rectum and rectosigmoid is melena. Early, the 
bleeding usually consists of a small amount of blood 
which may be fresh or dark blood. The amount varies 
considerably, but is usually not large, although 
occasionally a copious hemorrhage may occur. Con- 
stipation is the second most frequent symptom. Local 
symptoms of some type occur in most cases; tenesmus, 
aching rectal pain, a feeling of incomplete emptying 
after bowel movement, rectal fullness, decreased 
caliber of the stool and abnormal configuration of the 
stool are the most common complaints. Diarrhea and 
mucus in the stool are frequently seen. Distension, 
nausea and vomiting may occur if the degree of ob- 
struction is appreciable, although the latter two are 
not common. A considerable number of these patients 
will have some type of urinary symptoms, such as 
frequency and dysuria. 


Weight loss is usually present except in those who 
come in very early. The amount of weight loss tends 
to be a little greater with lesions of the right colon. 


“Examination—A complete physical examination 
should, of course, be performed, but the pertinent 
findings are usually confined to the abdomen. With 
obstruction or perforation and peritonitis, the classical 
signs of these complications may be anticipated. In 
the earlier cases, signs may be absent or minimal. 
Tenderness is usually found over the lesion, but is 
infrequently severe. A palpable mass is present in the 
lesions of the right colon and transverse colon most 
frequently; the incidence of a palpable mass then de- 
creases in the more distal segments of the colon. In 
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lesions of the rectum, over 95 percent can be felt by 
digital examination and the remainder visualized by 
proctoscopy. The rectosigmoid lesions are felt less 
frequently but can be identified by proctoscopic ex- 
amination. Lesions in the lower part of the sigmoid 
may be visualized with the sigmoidoscope and at 
times be palpated by rectal examination. 


X-ray examination of the colon by barium enema 
is most important in the diagnosis of lesions proximal 
to the rectosigmoid. Because of the frequency of 
multiple lesions in the colon, barium enema is also 
carried out in the presence of non-obstructing tumors 
of the rectum and rectosigmoid. In the presence of 
obstruction, a plain film of the abdomen may demon- 
strate the location of the lesion, but usually barium 
enema is advisable. By barium enema, over 95 per- 
cent of the patients will show narrowing of the lumen, 
irregularity, filling defect or other alteration which 
will be diagnostic or suggestive of a malignant tumor. 


Laboratory examinations will usually not be of 
great value from the standpoint of diagnosis but will 
be of great importance in preparation of the patient 
for operation. When examined, the stool will nearly 
always be positive for occult blood. The frequency of 
a severe degree of anemia has been discussed above. 
Other pertinent laboratory examinations will vary 
with the individual patients. 


Preoperative care—The most important single factor 
in the preparation of these patients for operation is to 
obtain and to maintain an empty bowel. In those pa- 
tients with little or no obstruction, a low residue diet, 
laxatives and enemas will usually accomplish this ob- 
jective. When partial obstruction is present, satisfactory 
emptying may be obtained with the use of the Miller- 
Abbott or Cantor tube and enemas. In lesions of the 
right colon, even with complete obstruction, the long 
suction tubes may be effective. An obstruction in the 
cecum will be similar to small bowel obstruction. With 
complete obstruction at some point in the remainder 
of the colon and in the rectum, operative intervention 


dccomanininn may be life-saving. "ey general, how- 
ever, colostomy provides not only decompression but 
also defunctionalization of the distal loop and, there- 
fore, is infinitely more satisfactory than cecostomy as 
a preliminary procedure in preparation for definitive 
surgery. 

One of the sulfonamide drugs, such as sulfathalidine, 
is given orally before operation for four days. If 
colostomy has been performed, the drug is also used 
in irrigations of the distal loop. Alterations of fluid 
and electrolyte balance, vitamin deficiency, anemia 
and hypoproteinemia must be determined from the 
history, physical and laboratory examinations, and 
corrected by appropriate measures. 


Operation—For lesions of the cecum, ascending 
colon and hepatic flexure, hemicolectomy (right colon 
resection) and ileotransverse colostomy is indicated. 
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Left colon lesions may be removed by one of the 
various exteriorization procedures (Block, Mikulicz, 
Rankin), but in recent years the consensus appears 
greatly in favor of resection and primary anastomo- 
sis.10 Low sigmoid and high rectal lesions have 
usually been removed by combined abdominoperineal 
resection, but recently Dixon'! and others!2 have 
employed anterior resection without compromising the 
extent of the resection and yet preserving intestinal 
continuity. Mid and low rectal lesions are removed 
by the one-stage combined abdominoperineal resection 
(Miles). Recently, a number of surgeons, particularly 
Bacon,13 have revived and modified the sphincter 
preserving (pull-through) procedures for rectal lesions 
in an effort to avoid the abdominal colostomy. The 
outcome of these studies is awaited with considerable 
interest. 


Results—Gilchrist and David,6 in a group of 200 
malignant tumors of the colon and rectum, had a five 
year survival rate of 78.5 percent when no nodes 
were involved and 44.8 percent with involved nodes. 
Dixon,!! after anterior resection for sigmoid lesions, 
reported an overall five year survival rate of 67.7 per- 
cent; 74 percent with uninvolved nodes and 58.5 per- 
cent with involved nodes. Bacon'4 from the literature 
records five year survival rates varying from 48 to 72 
percent following resections of rectal carcinoma. 


Colcock,15 in a fairly large series, found in car- 
cinoma of the colon a five year survival of 64.3 per- 
cent with no nodes involved and 15.0 percent with 
positive nodes; the ten year survival was 57.1 percent 
and 11.0 percent, respectively. For carcinoma of the 
rectum and rectosigmoid, the five year survival was 
60.0 with negative nodes and 30.2 percent with posi- 
tive nodes; the respective ten year survival was 51.6 
percent and 23.2 percent. Dixon,16 in a later paper, 
reported 3,597 patients who had nonpalliative opera- 
tions for malignancy of the colon, rectum and anus 
at the Mayo Clinic from 1907 to 1933. Excluding the 
postoperative deaths, the five year survival rate was 
44.3 percent. 
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NINTH ANNUAL FOUNDERS’ DAY PROGRAM 
BARUCH AUDITORIUM 
Medical College 
Charleston 
Thursday, November 2, 1950 


Under the joint sponsorship of the Medical College Alumni Association and 


the South Carolina Academy of General Practice 


PROGRAM 


9:30 A.M. 
10:00 A. M. 
11:00 A. M. 
12:00 Noon 

1:00 P.M. 

2:30 P.M. 

3:30 P.M. 

4:30 P.M. 


7:30 P. M.. 
Boston. 


Dr. Ben H. Boltjes, Charleston: Virus Diseases. 

. John M. Nokes, Charlottesville, Va.: Obstetries. 
Dr. Donald A. Covalt, New York: Rehabilitation. 

Dr. Murray M. Copeland, Washington, D. C.: Surgery. 
Luncheon, Medical College Library. 

Dr. Alexis F. Hartmann, St. Louis: Pediatries. 

Dr. Ray O. Noojin, Birmingham: Dermatology. 
Pathological Conference, Dr. Kenneth M. Lynch. 


Founders’ Day Banquet. Speaker, Dr. James Howard Means, 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 
1. Cooperation the formation of a County Health 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tions. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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MEDICAL OFFICERS 


With the expansion of our armed forces there is a 
need for more medical officers. How to secure these 
officers is a problem which is of grave concern to 
military and medical leaders. 

Dr. Elmer Henderson, President of the American 
Medical Association, has stated that “the American 
Medical Association is determined that the men in 
the Armed Services will have adequate medical care 
even if legislation should be necessary to insure this.” 
With this statement we are in full agreement. 

Many young men were allowed to pursue their 
medical education, at Government expense, during 
World War II, and did not serve any active duty. 
This group of men is morally, if not legally, re- 
sponsible for giving their services at the present time— 
in our opinion. It is our understanding that there is 
a sufficient number of these men to meet our im- 
mediate needs. We sincerely hope that these young 
men can be induced to volunteer their services. If 
they will not, then recourse must be made to legisla- 
tion to draft them. 

The temper of physicians was such that there was 
no drafting of doctors in World Wars I and II. 
Whether this will prevail in our present situation re- 
mains to be seen. 


EWING AND THE LOBBYING COMMITTEE 


Many interesting sidelights were revealed during a 
three hour session of the House Lobbying Committee 
when FSA Administrator Oscar Ewing was being 
questioned. 

Mr. Ewing acknowledged that he was doing every- 
thing possible to promote Mr. Truman’s Health Plan, 
but thought it was entirely proper. He stated that 
during the year he had given thirty-three speeches 
“but if there is a sentence of politics in them I pay 
my own way.” He insisted that FSA has “lots of in- 
formation to disseminate and hires sixty-four public 
relations people.” He declared that his trip to Europe 
was an ‘official mission.” 

When an agency of the Federal Government pro- 


motes a particular scheme—that is education; when 
the American Medical Association opposes such a 
scheme—that is political propaganda. When the em- 
ployees in a governmental bureau promote a public 
relations program—that is education; when the physi- 
cians of this country promote a public relations pro- 
gram—that is high-pressure lobbying. Such would 
appear to be the reasoning of Mr. Ewing and _ his 
followers. 


OFEN FORUM 

In the last issue of this Journal we printed a letter 
which Dr. W. H. Folk of Spartanburg had sent to 
each member of the Association. The letter discussed 
and sharply criticized the South Carolina Medical 
Service (Blue Shield) Plan. We also published a 
reply to this, in the form of an Open Letter written 
by Dr. J. D. Guess of Greenville, Chairman of the 
Board of Directors of the South Carolina Medical 
Service Plan. In this issue we present a second letter 
from Dr. Folk. 

Although we disagree strongly with Dr. Folk, both 
as to his reasoning and as to the conclusions which he 
presents, we are printing his letters in a spirit of fair 
play. This Journal belongs to our Association and as 
such it should afford space in which members of the 
Association have the privilege of expressing their 
views. So long as letters adhere to opinions and do 
not deal with personalities, the Journal will welcome 
communications from its members. 


OUR ADVERTISERS 


All too frequently, members of the Association will 
skim over the pages of advertising as they read the 
Journal. Readers might do well to remember that the 
publication of this Journal is made possible in large 
part through the income derived from advertisements. 
Noting the items advertised and mentioning them to 
the detail men when they visit in the office would 
serve as a courtesy both to the advertisers and to the 
Journal. Particularly is this true when one realizes 
that only drugs which have been accepted by the 
Council on Pharmacy and Chemistry of the A. M. A. 
are accepted in advertising copy. 
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IDEAS GLEANED FROM THE MEETING OF 
THE BLUE SHIELD COMMISSION 


It was through the kindness of Mr. Frank Smith, 
Executive Director of Associated Medical Care Plans, 
and who was so helpful to us in organizing our own 
Blue Shield Plan, that I was invited to sit in as an 
observer at the meeting of the Blue Shield Com- 
mission at its semi-annual meeting in San Francisco. 
The agenda was a very heavy one and included many 
things of interest and value to me. Many problems 
from plans all over the country were discussed and 
several general principles were determined. The co- 
operation of national Blue Shield and Blue Cross was 
stressed. There is a joint office in Chicago, a joint 
executive committee, and several members of the 
Blue Shield Commission are also trustees or directors 
of Blue Cross organizations at home. 


There will be an increase in dues from affiliated 
plans. This will not affect us yet, since we have a 
junior affiliation on a flat fee basis. There will be a 
change in name to Blue Shield Medical Care Plans. 
The words “Blue Shield” will be registered in the 
U. S. patent office. The symbol cannot be registered 
without changes in it. A national insurance company, 
owned by member plans, who have contributed 
capital in various amounts, already amounting to over 
$300,000, will be set in operation. Its purpose is to 
handle large national accounts, with uniform coverage 
and costs. It will cooperate with a similar corporation 
set up by Blue Cross: Health Services, Inc. 


North Carolina’s Problem 


The Blue Shield controversy and difficulties in 
North Carolina were discussed. The N. C. House of 
Delegates at one time sought to sponsor a commercial 
company and withdraw support from the two com- 
bination hospital and medical care plans. This action 
was realized later to be unwise and was rescinded. 
The basis of the difficulties appears to be in the 
question of the sale of medical service—radiology, 
pathology, anesthesiology—by member hospitals. This 
is the most alive and troublesome issue in American 
medical practice and hospital administration today. 
On the side of the hospital are the questions of legally 
competent medical service to its patients, accrued 
profits, so badly needed, from operation of depart- 
ments with salaried medical personnel, the require- 
ment by inspecting and approving bodies that minimal 
laboratory examinations be done on all patients to 
maintain approval, and the matters of convenience to 
patient and to hospital personnel. However, it is true 
that these services constitute the corporate practice of 
medicine, which is illegal in most states, and which 
has been interpreted as involving violation by em- 
ployed doctors of the principles of medical ethics. 
Most Blue Shield membership contracts and most 
commercial hospitalization contracts cover, in varying 
degree, such patient costs. The discussion brought out 
that some hospitals are at least toying with the idea 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 287 


of extending the practice of employing salaried doctors 
by employing obstetricians and surgeons, so as to be 
able to offer surgical and obstetrical care in addition 
to laboratory examinations, anesthesia, and physical 
therapy. 


On the side of the doctor and of Blue Shield, is the 
matter of division of professional income with hospi- 
tals, that of violation of medical ethics, adequacy of 
laboratory equipment and technical personnel, the 
setting of fees for service and variance of those fees 
in accordance with the individual’s ability to pay, and 
professional responsibility for quality of service 


rendered. 


Blue Shield contracts, in general, do not cover costs 
of medical care involved in pathology, radiology and 
anesthesiology. Discussion brought out a number of 
instances where they were covered and where the 
recipient salaried physicians endorsed payment checks 
over to their hospitals. 


This issue, necessarily, was not settled by the com- 
mission. Any action would certainly be strongly in- 
fluenced by the action of the House of Delegates of 
A. M. A. on the widely discussed “Hess Report,” a 
study of the questions involved in the corporate prac- 
tice of medicine by hospitals and which was referred 
back to the committee for further study at last year’s 
meeting of the House. A discussion of the Hess Report 
will be published later in The Journal. How North 
Carolina will compromise its difficulties is uncertain 
and the solution, when made, should be studied by 
our doctors, hospitals, and service plans. 


National Enrollment 


Problems of national enrollment in medical service 
plans came in for much discussion: labor and manage- 
ment wish and demand service indemnity for their 
members in service plans, without an income ceiling, 
or with a very high ceiling. They demand uniformity 
of coverage across state lines, and they demand more 
complete coverage—medical, surgical, obstetrical, and 
even diagnostic, without reference to pre-enrollment 
existing disease, at a price adequate to cover, if with- 
in the rather easy reach of their workers. This is 
certainly a goal for Blue Shield and Blue Cross to aim 
for—but with caution, as experience is gained, to 
avoid bankruptcy of the plans. Service indeminty, 
rather than cost indemnity, can only be given by 
professional plans—not by commercial insurance com- 
panies. However, commercial companies are going 
after the larger accounts, even if to get them requires 
financial loss. Can they run the professional plans out 
of business, or drive them to seek only relatively small, 
local industrial business and rural business, is an 
important question. 


Service Indemnity 


The feasibility of requiring all member plans in 
Blue Shield to adopt service indemnity contracts will 
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be studied by a special committee. In the meantime, 
there was a demand that regional commissioners try 
to enlighten and to lead their local doctors along the 
line of this trend and to get them to adopt the 
sociologic viewpoint: voluntary, non-profit, group in- 
surance designed to meet the needs of the people. If 
the profession loses sight of that sociologic viewpoint, 
the Blue Shield movement has lost its function. The 
demand for service indemnity is related to and is 
complicated by the fact that there are between 30 
and 40 million people, whose economic condition is 
such that neither Blue Shield nor commercial insur- 
ance can solve their sickness problems. 

The well-recognized fact that under Blue Shield, 
surgeons get too much and general practitioners get 
not enough was discussed. Only about 20 per cent of 
American doctors are surgeons. The movement to 
extend Blue Shield coverage to medical illnesses must 
be encouraged. Further, the matter of coverage of 
catastrophic, chronic illness must be studied. Cali- 
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fornia has recently begun such coverage as a rider 
at increased cost to their regular contract. 

These discussions brought squarely up to me several 
important problems: 

The extension of our coverage as rapidly as practical 
to cover non-surgical illness; that of coverage for 
anesthesia, when not given by salaried employees of 
hospitals; that of providing coverage for the poorer, 
rural population at a price that they can afford and 
at the same time offer industrial workers greater 
coverage which they desire and can afford; individual 
contracts; community groups. It appears at this time, 
that in time we shall have to have additional types of 
contracts, or riders to existing contracts, at additional 
cost. Certain it is, if we are going to meet our op- 
portunity and meet the needs of our people, we shall 
have to go much further than our present contract 
goes. 


J. Decherd Guess 


THE TEN POINT PROGRAM 


M. L. MEADORS, DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 


OBJECTIVES 1950-51 


Eight definite public relations objectives for the 
year have been approved by Dr. W. R. Tuten, Presi- 
dent of the Association, and will be given special 
attention within the next few months. They are: 


1. Assistance to the Armed Services in mobil- 
ization of medical personnel and preparation 
for Civilian and Military Defense. 

2. Establishment of statewide or local Grievance 
Committees. 


3. Activation of the State Health Council and 
procurement of funds for its operation. 


4. Devotion of at least one program in each 
County and District Medical Society to a 
study of the public relations and business 
affairs of the Association. 

5. Cooperation with organizations outside the 
profession in opposing the trend toward 
Socialism in the United States. 


6. Establishment and maintenance of telephone 
exchange service for physicians in every 
community where needed. 


7. Procurement and widespread distribution of 
motion pictures illustrating the advantages 
of free medical practice. 


8. Stimulation of interest of the members of 
the Association in its activities. 


. All of the foregoing are within the framework of 
the Association’s Ten Point Program and are related 


to one or more of those “points” designed for guidance 
of our activities over a long-range period. 


The above list represents the direction our im- 
mediate activity will follow. The cooperation of each 
County and District organization, and of the in- 
dividual members, is needed if they are to be realized. 


MEDICINE’S GREATEST GIFT* 
Julian P. Price, M.D. 


When evaluating a man’s worth as a citizen this 
question is frequently asked, “What has he contributed 
to his community?” As we gather here, those who are 
privileged to serve as leaders in state and national 
medical organizations, it might be well for us, in a 
spirit of self-appraisal, to ask a similar question, 
“What has medicine contributed?”, or to go one step 
farther and ask the more searching question, “What 
has been medicine’s greatest gift to the community of 
mankind?” 


There are obviously many answers which might be 
given to this question. Since medicine is a science, the 
first answer that comes to mind is her scientific 
achievements. It is relatively easy, thumbing through 
the pages of history, to point out the great advances 


°Inaugural Address as President of The Conference 
of Presidents and Other Officers of State Medical Asso- 
ciations, Palace Hotel, San Francisco, Calif., June 25, 
1950. 
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in medical science which have revolutionized the 
physical welfare of mankind. Nor it it difficult to men- 
tion just a few of those specific agents which have 
been discovered and developed in our own lifetime— 
immunization, vitamins, local anesthesia, radiology, 
blood transfusions, chemotherapy, antibiotics— and to 
show how they have helped the human race. Yes, we 
might say, with justifiable pride, that medicine’s 
greatest gift has been her scientific achievements and 
that because of these achievements millions of human 
beings who would otherwise be sitting in the shadow 
of physical death are now enjoying life and health. 


On second thought, one wonders whether scientific 
achievements are not merely outward manifestations 
of something deeper. Through the years the man of 
medicine has been driven onward’ by an indefinable 
something—the challenge of the unknown, the charm 
of the impossible, call it what you will—which has 
kept him dissatisfied with his present state of knowl- 
edge and has made him search for something more. 
How true the statement of John Chalmers DaCosta, 
“The history of progress is the attainment of the 
supposedly impossible. The instigation of every dis- 
covery was first a hope, an aspiration, a fancy, a guess, 
a dream in the mind of a single man.” And so physi- 
cians have dreamed — and from these dreams of 
yesterday have come our realities of today. Might we 
not claim then as our greatest gift to mankind that 
insatiable search for truth which has motivated mem- 
bers of our profession through the centuries. 


These ideas are appealing, says the practical mind, 
but let us be more realistic. Of what value these 
dreams and the discoveries which followed except as 
they became the common property of all. Picture, if 
you can, the progress or rather lack of progress which 
would have been made if the great scientists of our 
profession had kept as closely guarded secrets such 
information as they acquired. The advances which 
have been made in medical science have been due to 
the willingness of the man of medicine to share his 
discoveries and to impart to all his accumulated 
knowledge, with no expectation of personal regard. 
Might this not be our greatest contribution? 


Well and good, comments the medical educator, 
but have you not been devoting your thoughts to the 
relatively few? Consider Weir Mitchell's statement 
that “the rate of advance in medicine is to be tested 
by what the country doctor is.” Compare medical 
practice of today with that which existed in this 
country a hundred years ago, and the striking differ- 
ence appears in the educational background of the 
average physician. In describing the education which 
he received in the middle of the nineteenth century, 
Billings wrote, “They taught us medicine as you would 
teach boys to swim, by throwing them into the water.” 
Contrast this with the strenuous education given to 
the medical student of today. There is little wonder 
that the health of our people is so much better than 
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it was a century ago. And who was responsible for 
this improvement in medical education—the medical 
profession itself. Weeding out the poorly equipped 
and incompetent schools of medicine, pushing aside 
the temptation to adopt the assembly line principles 
of our industrial age, our profession has slowly but 
persistently raised the standards of instruction until 
today they are second to none in the broad field of 
science. But this was not enough. The education of 
most people ends when they are graduated from 
school, but not so with the doctor—his has just begun. 
Strenuous effort, therefore, has also been devoted to- 
ward providing facilities for the older physician to 
study and to increase his knowldege. May we not say 
then that medicine’s greatest gift, at least in these 
modern times, has been her work in the field of medi- 
cal education. 


I like what has been said, murmurs the practicing 
physician, and I can appreciate each of your argu- 
ments, but haven't we given something more than any 
of these—our tradition of service. From earliest days, 
the principle of service has been a part of medical in- 
struction. In Chinese writings of the Ming dynasty we 
find the following precept, “When a patient is severely 
ill, treat him as thou wouldst wish to be treated thy- 
self,” and from old Hindu writings come these words 
of admonition to the young doctor, “Care for the good 
of all living beings—devote yourself to the healing of 
the sick even if your life be lost by your good work.” 
Our profession has not been unmindful of these teach- 
ings and has zealously guarded and developed them 
through the years. Here are the words of that master 
physician of modern times, William Osler, “We are 
here not to get all we can out of life, but to try to 
make the lives of others happier,” and this, the first 
sentence of the Principles of Ethics of our own Ameri- 
can Medical Association, “The prige object of the 
medical profession is to render service to humanity.” 


That may all be true, observes the skeptic, but 
have these teachings been adhered to? Pages of medi- 
cal and secular history give the answer. Rendering 
service beyond the call of duty, expending time and 
effort in the care of those from whom there could be 
no expectation of financial reward, helping those in 
need with no thought of personal danger—these have 
become, in the minds of the public, as much a part 
of the physician as his ability to care for the sick. Our 
most vociferous critics today give silent testimony to 
this fact when they charge some of our number with 
being selfish and mercenary—they infer that unselfish 
service is an integral part of the practice of medicine. 
And such it is. Truly our tradition of service is the 
great contribution which our profession has made to 
humanity. 


Everything said so far, says the medical leader, has 
dealt with the physician as a man of medicine. Is it 
not possible that our greatest gift has been the part 
which physicians have played as citizens? The physi- 
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cian is trained as a scientist and, as Claude Bernard 
observed, “true science teaches us to doubt.” The 
very nature of his work forces the physician to be self- 
reliant, to be dependent upon his own judgment in 
determining a course of action. When these factors 
are added to the spirit of independent thought and 
procedure which ever has permeated the profession 
of medicine, one can readily understand why the 
physician is a staunch individualist. Believing in his 
own rights as an individual, it is only natural that he 
should be a leader in any fight to preserve the same 
privilege for others. 


During those hectic days when our forefathers were 
struggling to establish a free country on this continent, 
physicians were amongst the leaders in the movement. 
It was due to no accident that five doctors were in- 
cluded as signers of the Declaration of Independence. 
Today, when forces are at work in this land to change 
our “inalienable rights” of “life, liberty, and pursuit 
of happiness” to life, such liberty as is dispensed by 
a bureaucratic government, and such happiness as 
may be found under a socialistic regime, again we 
find the medical profession in the forefront of the 
battle to maintain freedom of the individual citizen. 
Has not this, at least in our own country, been our 
greatest contribution? 


Scientific achievements, the search for truth, free 
dissemination of knowledge, high standards of educa- 
tion, the tradition of service, fighting for the rights of 
the individual—all of these have been great contribu- 
tions from our profession to mankind. But I would 
like to suggest one more, the one which I believe to 
be medicine’s greatest gift of all—the physician him- 
self. 


Since history, as Carlyle has so aptly defined it, is 
the “essence of influmerable biographies,” the history 
of medicine is but the essence of the lives of countless 
physicians. To appreciate medicine, therefore, one 
must have an understanding of the physicians them- 
selves. 


What manner of men have been these doctors of 
medicine? They were human beings, with human 
faults and human frailties, and yet as Robert Louis 
Stevenson observed, “as a rule” they “stood above the 
common herd.” They studied, they worked, they cared 
for the sick, they fought against disease and death, 
they explored the unknown—and as they went about 
their daily task, in some tangible way, they inspired 
confidence and trust. It was not so much what they 
did but rather what they were that led people to be- 
lieve in them, and to love them. Over the years I 
have come in close contact with many doctors, some 
of whom will be accorded a notable place in the 
records of medical science. But the physician who 
made the most profound impression upon me was a 
man whose name will not receive even a footnote on 
the pages of history. He was not a profound scholar, 
although he studied in such time as he could find to 
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keep abreast of scientific progress. He was not a 
noted educator, though he taught the fundamental 
lessons of healthful living to the people amongst whom 
he lived. He was not a master of diagnosis, though 
training and experience had given him an intuitive 
sense as to what the trouble might be. He was not 
an expert in therapeutics, though he seemed to have 
a gift for getting the most from the tools at hand. He 
was a true physician. 

First in his buggy and then in his car, he went on 
his way ministering to the sick in his community. In 
his office and in their homes he cared for the needs 
of his patients. No weather was so bad, no trip so 
wearisome, no family so poor that he refused to 
answer a call for help. His cheery voice and his hearty 
laugh were a tonic in themselves, and his very pres- 
ence brought strength and assurance. Personal prob- 
lems, family difficulties, community enterprises—in all 
of these his counsel was sought and from his store- 
house of medical and human experience he gave as he 
could, gladly and freely. When death came knocking 
at the door, it was he who served as comforter and 
friend. He was respected, but far more than that, he 
was loved by those whom he served. 

It was my privilege to know this man intimately—he 
was like a second father to me—and from that knowl- 
edge came my first understanding of what a true 
physician is. A true physician, as I discovered, is a 
man of science, but he is also a man of service. A 
sense of duty and a desire to serve others—even at 
the expense of personal pleasure and personal gain— 
are as integral parts of his being as is his ability to cope 
with disease. Like the Great Physician, in whose steps 
he tries to walk, he dedicates his life to helping 
others. 

The life of such a physician—and the story of medi- 
cine is the essence of the lives of such men—is, in my 
opinion, the greatest gift that medicine has given to 
mankind. 

What a heritage is ours and how proud we are of 
this great contribution which our profession has made. 
But with that pride comes a deep sense of responsibil- 
ity, for the task of giving is now ours. To keep faith 
with those who have gone before, to hold the con- 
fidence and trust of the people as did our fathers, we 
too must be men of service as well as men of science. 
Should that time come when members of our profes- 
sion are so engrossed in their scientific work, their 
personal pleasures, and their financial gains, that they 
neglect those old-fashioned and yet fundamental vir- 
tues of devotion to duty and unselfishness and love 
of fellowman, we will not only have been unfaithful 
to our heritage but will have lost the right to call our- 
selves true physicians. Let us hope and pray that such 
a day will never come. 


DOCTOR DRAFT LEGISLATION 


Legislation for the purpose of drafting doctors, 
dentists, and other technical personnel for the Armed 
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Constipation 
in the Aged... 


The commonly encountered constipation of the older age group 
may result from reduced activity, lack of appetite for bulk-pro- 
ducing foods and inadequate ingestion of fluids. 

By providing hydrophilic “smoothage” and gently distending 
bulk, Metamucil encourages normal physiologic evacuation with- 
out straining or irritation. 


METAMUCILP is the highly refined mucilloid of 


Plantago ovata (50%), a seed of the psyllium group, combined 
with dextrose (50%) as a dispersing agent. G. D. Searle & Co., 
Chicago 80, Illinois. 
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Forces, seems headed for speedy enactment. One of 
the bills may become law before this appears in print. 
On August Ist, two bills were introduced in the House 
of Representatives, and these were followed by sev- 
eral others within the next few days. By August 15th, 
one bill had been introduced in the Senate, but to 
that date no action had been taken on any of the pro- 
posed legislation. All were in the hands of the Armed 
Services Committees of the respective Houses. 


Sentiment favoring the enactment of such a law 
grew rapidly within the medical profession, as well 
as elsewhere. Plans for the broad expansion of the 
Armed Services within ‘the next few months seemed 
to make this necessary. Requests for volunteers from 
among the Reserve Officers of the Medical Corps 
failed to produce any substantial results, and the gen- 
eral impression grew within and without the profes- 
sion that more response should have been received 
than was forthcoming from those who had received 
medical training under the government programs dur- 
ing, and immediately after World War II. The pro- 
posed legislation introduced thus far, is directed at 
securing the services of former ASTP and V-12 stu- 
dents first, followed by other medical personnel who 
have previously seen little or no active duty. All of 
this seems entirely fair and in keeping with the prin- 
ciple (which in recent years has become a bit out- 
moded) that those who receive benefits should give 
something in return, and that the burden of service 
in any branch of the Armed Forces should not be laid 
heavily on those who have already seen active duty, 
while others who are equally qualified but without 
service, remain in civilian status. 


The Board of Trustees of the American Medical 
Association endorsed the principles of the “Doctor 
Draft Bills” and Dr. Louis H. Bauer, Chairman of the 
Board, made a statement for publication to that effect, 
saying that any legislation approved should provide 
for calling up physicians in the following order: 

1. Former ASTP and V-12 students and those de- 
ferred during World War II to pursue their 
study at their own expense. 

2. Those deferred for physical and other reasons 
in the past but who now might be found fit to 
serve. 

8. Former ASTP and V-12 students who served less 


than 21 months on active duty after completing 
their courses. 


4. Those who served less than 90 days’ active duty. 

5. Those who served less than 21 months’ active 
duty. 

The foregoing order was followed generally, in 


most of the bills introduced and at this time, appears 
to be the basis on which any law will be enacted. 


A new feature appeared in the first Senate bill pro- 
posing a draft of doctors. This would limit the ratio 
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of military doctors to four per thousand of troop 
strength. The proportion would represent an over-all 
ceiling for Army, Navy and Air Force and, within 
its limitations, the Secretary of Defense would be 
authorized to allocate physicians to the three services. 
For example, because of its special requirements, the 
Navy’s ratio might be moved up to nearly five per 
thousand, and the Air Force’s reduced below three. 
It has been pointed out that the four per thousand is 
a slightly higher over-all ratio than prevailed at the 
time the fighting started in Korea. It is, however, 
appreciably lower than the ratio recommended from 
time to time by some high-ranking military medical 
officers. Public Hearings on the Bill, $.4029, before a 
subcommittee of the Senate Armed Services Com- 
mittee began on the afternoon of Tuesday, August 
22nd. The subcommittee consists of Senators Hunt, 
Chapman and Gurney. 


The pending bills are designed to secure the registra- 
tion of doctors under the age of 45 years, and in gen- 
eral would operate by authorizing the President to 
call up the required number of medical personnel 
from the groups indicated in the order named. 


Meanwhile, some concern was being expressed 
within the ranks of the profession over the fact that 
already, Reserve Medical Officers were being called 
up for active duty, many of whom have seen extensive 
service in the recent War. Seven hundred and thirty- 
four were called to report October Ist, and it was 
made clear that these calls would not be affected by 
the pending draft bills. Thus, it appears virtually cer- 
tain that a large number of officers who have already 
seen service will be recalled before the Doctor Draft 
Legislation can be enacted and the machinery put 
into operation to carry it into effect. It is unfortunate 
that this is the case since, undoubtedly, hardships 
will be created which, under the circumstances, are 
unavoidable. Young men who have just begun to 
build up their practices after long and arduous service 
in World War II, and who are beginning to get their 
families started, may be called on to serve again, 
while others who received ASTP or V-12 training 
remain at their regular posts. But under the cir- 
cumstances, and with the international situation de- 
veloping as it is, there seems to be no escape from 
that situation. 


Steps are being taken, however, in the effort to 
avoid hardships wherever possible. 


At a meeting of the Council of the South Carolina 
Medical Association on August 16th, Dr. W. L. 
Pressly of Due West, was named as a temporary 
spokesman for the Association in discussions with the 
Department of Defense and other government repre- 
sentatives with respect to the induction of Medical 
Reserve Officers. Dr. Pressly served as head of the 
State Procurement and Assignment Committee during 
World War II, and is well qualified to act again in 
that capacity. His selection two years ago as the 
Family Doctor of the Year and the nationwide recogni- 


| 


tong 
and 
distinguished 
career 
in 
urography 


(brand of sodium iodomethamate) 


An 18 year history of dependable roentgenograms obtained without harm to the 
patient distinguishes the career of Neo-lopax as a diagnostic urographic agent. 
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tion resulting from that honor, place him in better 
position than before to serve in this capacity. At the 
same meeting, the Council, acting upon the request 
of the A.M.A., named Dr. Pressly and two others, from 
which group a permanent head of Procurement and 
Assignment or such similar service as may be in- 
augurated, may be selected if and when the circum- 
stances require the taking of that step. 


The Council at the same meeting, adopted a 
Resolution approving the principles of the proposed 
Doctor Draft Resolution according to the plan out- 
lined by Dr. Bauer. This Resolution, adopted by Coun- 
cil, followed generally the language of one adopted 
a week previously by the Greenville County Medical 
Society. Other similar steps were in prospect by other 
county and district medical organizations within the 
ensuing few wecks. 


From the foregoing, it will appear that for the time 
being there is fair agreement between the profession 
and government authorities as to the lines along which 
induction of medical officer personnel should proceed. 
It is also apparent that the medical profession is not 
hesitant about expressing itself, and that its organized 
bodies are taking positive steps in the direction toward 
assistance in the induction of those medical personnel 
who, in all fairness to the others in the profession, 
should be the first called. This is the sort of coopera- 
tion between profession and government which should 
be maintained. It will be as long as both parties adopt 
the common-sense fair attitude of mutual cooperation 
which has been apparently exhibited thus far. 


One other encouraging note is the fact that the 
Corps Area Commanders of the Army who were dele- 
gated the authority by the Secretary of Defense to 
call up the medical personnel needed, were directed 
in acting through their subordinates, to cooperate as 
far as possible with organized medical societies in 
the determination of the personnel to be called, and 
in making the decisions as to which communities were 
best able to spare physicians without having the medi- 
cal service to the communtiy seriously threatened. 


INSURANCE ENDORSEMENTS 


Requests are being received fairly frequently by 
County and District medical societies and by individual 
physicians for endorsement or written approval of 
certain insurance companies, or their policies of health 
and hospital insurance. In view of this, the Council 
of the South Carolina Medical Association on two 
occasions when the matter was brought to its atten- 
tion, has expressed its view, and indicated the policy 
which its members thought should be followed. 


The following is an extract from minutes of the 
meeting of Council on January 22, 1950: 
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“The question of local county societies sponsoring 
specific types of commercial health and hospital in- 
surance was discussed. It was felt that careful study 
should be made by any society before such sponsor- 
ship was given and that it was probably unwise for 
a county society to sponsor, directly or indirectly, any 
specific plan or policy. It was felt that any such plan 
should have the approval of the A.M.A. Council on 
Medical Service or else be carefully studied by the 
Council and legal Counsel of the S$. C. Medical Asso- 
ciation before any action was taken.” 


At the meeting of Council at Myrtle Beach on May 
15, 1950, representatives of one insurance company 
ee and presented a plan for approval. The 
following extract from the minutes of that meeting is 
pertinent: 


“Representatives for the .-..-.-------- Insurance 
a were received and 
presented their plan for community health insurance. 
This was received as information. The Secretary was 
instructed to send a copy of a resolution passed at a 
previous meeting relative to the endorsement of health 
and hospital insurance plans, to all county secretaries. 
To this resolution was added the phrase, ‘no member 
of the South Carolina Medical Association’ after the 
phrase, ‘no county medical society.’ ” 


The action at the “previous meeting” referred to in 
the last quotation above is that mentioned in the ex- 
tract from the minutes of the meeting of January 22nd. 
Attention is called to the foregoing since this may be 
of assistance to other medical societies and physicians 
who may be approached with similar requests. 


SIGNS OF THE TIMES 


The announcement by the Metropolitan Life In- 
surance Company on June 30th of the decision to 
discontinue its Nursing Service on January 1, 1953, 
is significant. While it affects directly only a small 
proportion of the population, comparatively, the 
reasons for the Company’s action are of vital interest 
to everyone. 


Over a period of 44 years, the service will have 
been conducted, at a cost in excess of $105,000,000 
and involving more than 100 million visits to policy- 
holders. Begun in 1909 for an experimental period of 
three months, in the borough of Manhattan, the re- 
sults were “so immediate and favorable” that at the 
end of that time, the plan was immediately extended 
throughout the city. It grew rapidly. The Company 
worked in cooperation with various Visiting Nurse 
Associations or similar nursing agencies. 


In 1913, less than five years after the service was 
inaugurated, the nurses were making more than a 
million visits a year. The number doubled within the 
next ten years, and “reached a high-water mark of 
nearly 5,000,000 visits a year in the early 1930's.” 
Some 7000 communities in the United States and 
Canada were then being served through 700 salaried 
nurses and more than 800 affiliated agencies. The 
service has continued to grow and to assist the nursing 
profession as well as the Company’s policyholders and 
their families. The value of the effects on the health 
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PHYSICIAN’S DISABILITY INCOME 


APPROVED 
FOR MEMBERS ONLY 
THE SOUTH CAROLINA MEDICAL ASSOCIATION 


ACCIDENT OR SICKNESS—(NON-CONFINING)—SPECIFIC ACCIDENTS 


Monthly benefit for accident 


FOR LIFE, per month ___------- $200.00 
Monthly benefit for sickness ~------ $200.00 


for first 12 months; $100.00 per 
month FOR LIFE thereafter. 
HOUSE CONFINEMENT NOT 
REQUIRED 

Monthly benefit in hospital for 


SPECIFIED TRAVEL ACCIDENTS 
apne benefit FOR LIFE, per 


$400.00 


Monthly benefit in hospital for 
$ 


FOR LIFE, monthly benefit _.._.__- $200.00 
for loss of both hands, feet, 
eyes; one hand and one foot; 
either hand or foot and one eye. 
Loss of either hand or foot, 
monthly benefit for 20 months ~___$200.00 
Loss of sight of one eye, monthly 
benefit for 10 months ~_....-____-_ $200.00 
Loss of Life (Accident) _....____- $5,000.00 
(and in addition, the monthly 
and hospital benefit for the 
period between date of accident 
and date of death) 
ABOVE BENEFITS DOUBLED 
FOR SPECIFIED TRAVEL ACCIDENTS. 


(The above illustrates one plan—other plans with different indemnities available) 


“SPECIAL FEATURES” 


*__Non-Cancelable Feature for members of South Carolina Medical Association. 
*_No waiting period—Benefits from first day, either accident or illness. 

—Pays disability income benefits for life—covering both accident and sickness. 
—tThere is no time limit or aggregate as to monthly payments. 

—House confinement is NOT required in order to receive full benefits. 

—yYour individual policy can never be terminated or restricted after issue. 


—tThere is no increase in cost or decrease in benefits after issue. 
—tThere is an incontestible clause as to origin of illness. 
—Waiver of premium after three months disability. 


* 
ae 
*—There is no terminating age at which policy reduces or automatically expires. 
* 


—A grace period is allowed for payment of all renewals. 


Written by: 


One of the oldest and largest institu- 
tions of its kind in the World special- 
izing in Professional Disability In- 
come. 


WORLD INSURANCE COMPANY 


Professional Division 
South Carolina State Office 
110 Creason Bldg., 1247 Sumter Street 
Columbia, South Carolina 


47 YEARS CONTINUOUS 
SERVICE! 
“MILLIONS PAID IN CLAIMS” 


MAIL THIS COUPON 


O As a member I would like complete 


Check 
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MAIL TODAY 


8S. C. M. A. MEMBERS 
MAKE INQUIRY TODAY 


details regarding the Physician’s dis- 
ability income available to S.C.M.A. 
members only. 


I would like full information in re- 
gard to changing my present cover- 
age to the above which is optional. 


World Insurance Company 
Columbia, S. C 
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of associates of the members of families of policy- 
holders also should not be overlooked. 

In view of such a history, one is apt to be surprised 
at the announcement that the service is to be ter- 
minated. The Company gives the answer in its Sta- 
tistical Bulletin, July 1950, from which the foregoing 
information is obtained. It is, at the same time, the 
answer to much of the unfair criticism, and mis- 
representations that have been employed by the gov- 
ernment advocates of “government medicine” and 
their supporters. It is the most concrete proof we have 
seen in a long time of the improved condition of the 
general health of the nation over the past fifty years, 
as a result of the scientific progress, discoveries and 
developments, and the excellence and availability of 
medical care, under the American system. According 
to the Metropolitan’s Statistical Bulletin: 

“The Company, after careful consideration, has de- 
cided to discontinue the Nursing Service because of 
changing needs in the health field. A large number of 
agencies now provide public health and _ bedside 
nursing. Visiting nurse associations have multiplied 
in number and expanded in scope. Local health de- 
partment participation in nursing is growing, as are 
voluntary sickness insurance programs with nursing 
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benefits. Medical facilities available to the general 
public have expanded rapidly, and new discoveries 
are lessening the incidence and shortening the duration 
of many illnesses. Hospital facilities have been greatly 
increased, and many conditions previously treated at 
home now commonly receive attention in hospitals. 
More than 85 percent of maternity cases are now 
hospitalized, as compared with only 37 percent in 
1935. Deaths from acute communicable diseases have 
been all but eliminated, and the mortality rate among 
the Company’s policyholders and the public generally 
has been reduced by almost half in the last 40 years. 
As a result, requests for the Company Nursing Service 
have diminished and now only a small percentage of 
the policyholders use it. 


“For all these reasons, the Company felt that the 
health and welfare interests of the policyholders could 
be served better in other ways. In a dynamic social 
order such as ours, facilities and activities must change 
with the needs of the time if they are to remain 
effective and useful. While the Metropolitan is ter- 
minating its Nursing Service, it will continue its 
traditional interest and organized activity in promoting 
health and safety.” 


CORRESPONDENCE 


August 2, 1950 


Julian P. Price, M. D. 
Editor 
Dear Doctor Price: 


Forwarded herewith is my Open Letter relative to 
the South Carolina Medical Care Plan which I should 
like for you to publish in the next issue of our Journal. 


My Open Letter will answer the Open Letter from 
the Director, Dr. J. Decherd Guess, published in 
the July 1950 issue of The Journal. 

With kind personal regards, I am 

Yours fraternally, 
William H. Folk, M. D. 
Gentlemen: 

Still firm in the belief that you also love your lib- 
erty I believe you have been unwittingly led into the 
loss of liberty in your desire to preserve it. The South 
Carolina Medical Care Plan is not just another in- 
surance policy, but is in actuality a Panel (List) 
System of the practice of Surgery and Obstetrics 
which envisions Gookates out in time. The right to 
and ability to pay for your services lies within the 
Plan’s Board of Directors in its sole discretion, even 
the right and ability to increase or decrease your 

y or to make any payment at all until it in its sole 

iscretion is ready. Read Paragraph 7 of your contract 
and consult your lawyer now. 

A Panel (List) System of Surgery and Medicine 
with dictatorship of fees leads to Government control 
of medicine. (This happened in England not too re- 
cently, remember? ) 

Why does this government control always happen? 
The fundamental reason is self evident. The practice 
of medicine and surgery is a monopoly (to an in- 


dividual a special trust). When an_ individual 
monopolist (and as long as an individual monopolist ) 
treats John Jones as an individual getting easier on 
a fee which is a to both it is practically a 
private affair, ut when all these individual 
monopolists get together and transfer this right and 
responsibility to fix fees for services to a Plan’s Board 
in its sole discretion (dictatorship) then this dictator- 
= is placed between John Jones and his physician. 
When we allow this dictatorship to divide men up 
into classes ($3500 under and over) for a service 
which is necessary for life of all the dictatorship 
breaks the law. When people me aware that they 
are paying through a dictatorship with sole discretion 
which is not controlled by them, they, the le, will 
demand and get a government to control this Sictator- 
ship. (As of practical fact there are so many more 
ple than there are doctors.) Remember Ben Frank- 
in’s statement: “He who gives up his freedom for 
security loses both.” He was no dreamer boy. 


A physician therefore who transfers his right and 
responsibility to fix his own fee for his service between 
John Jones and himself to a dictatorship in its sole 
discretion is inviting the Government to take him as 
he is by admission not willing to take care of himself 
or not able to do so. 


If these planners had any idea of liberty they would 
never dream of asking much less attempting to get a 
doctor to assign his right and responsibility to any 
range a as this liberty and the necessity for lib- 
erty and the wisdom of liberty in this particular mat- 


ter is the only moral foundation on which government 
control of medicine can be denied, must be denied, 
will be denied by those who keep faith. 


It would be better for us now to recognize that love 
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not “food allergy”... but “casein allergy” 
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in infants. Casein allergy, as manifested by such symptoms as gastrointestinal 
upsets and atopic eczema, may follow the ingestion of any animal milk. In true 
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of money is incompatible with faith in God, looking 
to our Creator to ck -anse our hearts and practice our 
skill in the light of the inherent dignity of man. Any 
other method of practice is death for ate. 


The Realist never understanding but possessing a 
certain cunning does not realize that intelligence 
directing love in the application of righteousness is 
life (spiritual pt cool as this dreamer does, but 
the self styled realist being fearful has to have an 
implement in his hand. pee Mam in creative ability the 
realist seizes the opportunity to grasp other men’s 
money, hides it under a legal monstrosity. He holds 
it up for adoration of the greedy, the jealous, the fear- 
ful and unthinking; evokes multitudinous falsifactions; 
cries in his hysterical lamentations when the implement 
in his hand is shown to be more money, other men’s 
money, with which he attempted to tempt the faithful 
fooling many and frightening those of little faith to 
bow the knee and assign fealty to him. 

The adoption of the Plan was inspired by FEAR. 
I quote written word of member of council “Now 
in favor of the Plan, I must bring out these points 
also. In the first place the plan was created in order 
to defeat the plans of the President and Oscar Ewing 
which we all dread. I believe that this plan is better 
than Compulsory Health Insurance and if it were 
not for that fear then there would be no Blue Shield.” 
Remember the cold chill that Harry Truman’s election 
to the Presidency caused? The $25.00 was voluntary 
then and in 1950 $25.00 was added to your medical 
dues. Earlier the shock to the AMA when the Supreme 
Court ruled that the practice of medicine is a trade, 
remember? Can you recollect the scare of the Wagner- 
Murray-Dingle Bill? Do you not remember that people 
buy prepaid sickness insurance because of fear of 
costs of illness? 


A legal delegate to the South Carolina Medical 
Association was denied by the Chair the right to dis- 
cuss the South Carolina Medical Care Plan before the 
House of Delegates after the Director finished his 
annual report on the grounds that the Director did 
not make any recommendations. In my opinion this 
was absolutely the most dangerous thing for the South 
Carolina Medical Association to do—to deny opposition 
the right to express opinions openly in free debate. The 
Director of the South Carolina Medical Care Plan did 
not rise for free debate but sat silently as he had not 
then been appointed for President-elect. It is a histori- 
< fact that even Caesar allowed the condemned to 
salute. 


It is equally true that the salesmen of the Plan in 
Spartanburg used the following reasons in their efforts 
to induce individuals of the Spartanburg County 
Medical Society to sign the Panel (List): 


(a) Pecuniary advantage to the ones who sign. 

(b) If we did not sign the Plan we would have to 
po into retirement or semi-retirement sooner or 
ater. (This statement was made as the sales- 
man turned from the piano in our meeting. 
Director, you were present; were you asleep 
or only politicing?) 

As the whole affair was not to add to the doctors 
income you,’ Director, still insist it to be uniary 
advantage to sign even though the fee schedule is 
subminimal. To make more money is to make more 
money but to tell the State otherwise is to practice 
in the art of HYPOCRISY. 


Now as to (b) you hedge now. The threat was ex- 
pressed and is definitely implied in any Panel System 
of Surgery and Medicine however you may look at 
it. 

The other two statements were made: (a) The 
profits which accrue will be used to increase the bene- 
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fits as paid to the doctor. (b) The doctor alone is to 
judge whether one is over or under the $3500 mark. 
This statement was made in answer to a direct question 
to AMA Delegate (salesman) put by a member of our 
Society. If you read the contract salesman would be 
telling well over half truth in (a) or (b) remember- 
ing who runs it and for whom. 


The Plan ( Panel—List—Medicine and Surgery ) tends 
to lower the standards*of medical care. This fact is 
obvious or else we have been raising a lot of fuss for 
nix for years. Just one example—Obstetrics: To pay 
$50.00 for the delivery and immediate post partum 
(is fat fee for some so it is an dvantage to ‘sign) as 
it lays over emphasis on delivery, not paying for pre- 
natal and post partum care, the points which are 
essential for panel care. Every doctor has been trained 
in this and has taught his patients the value of this 
care. To advocate a type of practice and to advocate 
a fee schedule in any wise inferior to the one the ad- 
vocate practices or charges is to practice in the art of 
HYPOCRISY. To pay a consultation fee $10.00 to 
$50.00 to the type of practitioner you, Director, happen 
to be and not pay it to the other branches covered by 
the Plan is to practice HYPOCRISY. 


The South Carolina Medical Association is in the 
insurance business, namely Blue Shield. $10,000 of our 
money is in it. The South Carolina Medical Association 
adopted the Plan and it is supposed to receive direc- 
tion from members of the Corporation (House of 
Delegates—however legal delegate not allowed to dis- 
cuss it.) 


The Director stated that the South Carolina Medical 
Care Plan is not a MONOPOLY. Need I answer this 
falsification too. (a) The Plan pays no taxes yet is 
in the insurance business. (b) Release clause—dictator- 
ship—up or down or to defer payment. To what in- 
surance company is this feature offered. See the 
Director’s report—when people bought insurance else- 
where which conflicted with the Blue Shield they 
were hysterical. (c) Add to all of this that your 
dictatorship is the only one that has control of the 
monopolist rights and responsibilities. Surely it can 
readily be seen how terrible a monopoly it is control- 
ling the life of the people in the matter of medical 
and surgical fees. 


As to the legality of signatures: (a) Your Director’s 
not being aware that signatures were under protest. 
The statement was made by prominent physician in 
public that he signed under protest—which one speaks 
correctly? The physician still says that he signed under 
protest. (b) Signatures gotten by advising pecuniary 
gain while it is supposed to be non-profit. (c) Threats 
of loss expressed and implied. (d) Individual signa- 
tures when corporate interest involved—both signatures 
being necessary for either to be legal. (e) Dividing 
men into classes et cetera. 

Now last but by no means least I leave this for 
your consideration during the long night “and be- 
cause of the insurance features on the one hand and 
the sureness of pay on the other it encourages its 
members to seek and its doctors to give early and 
efficient care—certainly in the covered illness.” This 
Gentlemen is your Director’s exact written words—not 
Oscar Ewing. This is the same old pet Panel System 
plea with the same old evident inherent evils. 


In conclusion to advocate and install a Panel Sys- 
tem of practice with dictatorship of fees and take 
tery from the sincere members of the Association 
to fight a government Panel System is to practice the 
art of TREACHERY. I know not what course you 
will take in the matter but an Association which prac- 
tices treachery to its honest members turns upon them, 


denies a legal representative the right to show it that 
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CAMP 


for POSTOPERATIVE 
and POSTPARTUM 
NEEDS 


Basic design and theuniquesys- 
tem of adjustment make a large 
variety of Camp Scientific Sup- 
ports especially useful as post- 
operative aids. Surgeons and 
physicians often prescribe them 
as assurance garments and con- 
sider them essential after op- 
eration upon obese persons, 
after repair of large herniae, or 
when wounds are draining or 
suppurating. A Camp Scientif- 
ic Support is especially useful in 
the postoperative patient with 
undue relaxation of the abdom- 
inal wall. Obstetricians have 
long prescribed Camp Post- 
operative Supports for post- 
partum use. Physicians and 
surgeons may rely on the Camp- a , 
trained fitter for precise execu- 
tion of all instructions. 


If you do not have a copy of the 
mercha r com 
Camp ‘‘Reference Book for Phy- Supports sold by 
sicians and Surgeons”’, it will to-deor convasers. Prices ere based on 
intrinsic value. Regular technical and 
be sent on request. ethical training of Camp fitters insures 
precise and conscientious attention to your 
recommendations. 


S. H. CAMP ann COMPANY, JACKSON, MICHIGAN | 
World’s Largest Manufacturers of Scientific Supports a 
Offices in New York © Chicago ¢ Windsor, Ontario * London, England 
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because of FEAR you have betrayed yourselves and 
lost your liberty. Only brave men have ever been free 
or ever kept freedom as liberty herself is a gift of God. 
Be not afraid but use your intelligence directing your 
love of man in doing that which is right and you wi 
be worthy of liberty and posess her forever. 

I shall therefore feel free to conduct the fight for 
liberty as behoves one whose only desire is to see that 
the - shall prevail. God being my help I can do 
no other. 


Yours fraternally, 
William H. Folk, M.D. 


PARATHION POISONING 
Dear Doctor: 


Parathion (O,O-diethyl O-p-nitrophenyl thiophos- 
phate) has proved so highly efficient as an insecticide 
or pesticide that its importance economically is ap- 
parent and its usage is rapidly ming widespread 
in agricultural communities. Unfortunately parathion 
is highly toxic for man as well as for insect life. It 
pr oe handled and applied safely if, and only if, 
stringent precautions are stirctly observed. However, 
in spite of the emphasis placed on the need for such 
precautions excessive absorption may occur through 
relaxation of these precautions or a accidental 
heavy exposure. Physicians may therefore be con- 
fronted with cases of poisoning from this compound. 
The management of acute poisoning by a cholin- 
esterase inhibitor is a medical emergency of a type 
seldom if ever up to this time encountered in medical 
practice. The Siveing summary of information now 
available should therefore be of interest to physicians. 
From this it will be apparent that in this medical 
emergency the my timing and dosage of the anti- 
dote atropine may be life saving. 

The systemic effects of parathion are qualitatively 
similar to those of other cholinesterase inhibitors, and 
to the effects of the acetylcholine. analogues (pilo- 
carpine, muscarine, arecoline, mecholyl, doryl). Effects 
of parathion are interpreted as the result of accumula- 
tion of endogenous acetylcholine at synapses of the 
nervous system. They include giddiness, headache, 
nausea, vomiting, abdominal cramps, diarrhea, miosis, 
sweating, salivation, lachrymation, confusion, weak- 
ness, and muscular fasciculations. A sense of tightness 
is felt in the chest as the bronchi constrict and fill 
with mucus. Fatalities appear to result from constric- 
tion and secretions in the bronchi or arrest of the 
heart. On the other hand, recovery from the acute 

isoning is usually complete and uneventful. There 
oe been no evidence of permanent injury in such 
cases. 

Treatment may be effective if atropine grains 1/100 
to 1/50 (0.65 to 1.3 milligrams) is given at once and 
every hour or oftener as needed to keep the patient 
fully atropinized (mouth dry, pupils dilated). If the 
lungs have filled before the atropine takes effect, clear 
the bronchi by postural drainage. Oxygen is then 
indicated. Morphine is contraindicated. Muscular 
fatigue and weakness may reach a degree requiring 
artificial respiration. Following even mild symptoms 
no additional exposure to parathion or other phosphate 
esters should be allowed until time for cholinesterase 
regeneration has been allowed. 

Intoxication by parathion or other CE inhibitors is 
an acute episode of 24 to 48 hours. It is terminated 
by cholinesterase and is followed b 
period of gradually decreasing susceptibility to small 
exposures. Successive parathion exposures may deplete 
cholinesterase reserves progressively and create a 
susceptibility to small doses of tetra-ethyl pyro- 
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phosphate or vice versa. Since CE is regenerated 
rather slowly in man, ery a who have suffered para- 
thion penne should not be permitted to experience 
further possible exposures to this compound until it 
has been established that CE blood levels have re- 
turned to normal. Parathion and other phosphate in- 
secticides are not locally irritating, but they produce 
local cholinergic effects. There has been no chronic 
or cumulative action other than that on CE as 
“wemegoon described. Dangerous parathion residues 
ve not been detected on food crops sprayed at the 

proper stage before harvest. 

Very truly yours, 

AMERICAN CYANAMID COMPANY 

D. O. Hamblin, M. D. 

Medical Director 


NEWS ITEMS 


FOR IMMEDIATE RELEASE 

“The Sad Case of Waiting-Room Willie,” a sixteen- 
page visual or as they are better known “comic book,” 
in color has just been published by the Committee on 
Public Medical Education of the Baltimore City Medi- 
cal Society, to dramatize the unfavorable aspects of 
socialized medicine in a form that is readable, enter- 
taining and non-technical enough to reach all the 
voters. Briefly, the story of Willie is a collection of 
incidents, most of them from factual reports of occur- 
ances under socialized medicine plans in other coun- 
tries, but all happening to one poor waif, who is 
really sick and unable to get medical care under the 
New Utopia because the doctors he tries to consult 
are overrun with un-sick patients who have also paid 
their health taxes and have an equal right “under the 
law” to take up the doctors’ time. A copy of the book 
is available for inspection in this office and copies may 
be purchased in lots of one thousand or more, at cost, 
3¢ each, shipment prepaid from the Baltimore City 
Medical Society, 1211 Cathedral Street, Baltimore 1, 
Md. Atten. G. R. Connolly, Publicity Director. 


The Board of Regents of the American College of 
Chest Physicians offers a cash prize award of Two 
Hundred and Fifty Dollars ($250.00) to be given 
annually for the best original contribution, preferably 

y a young investigator, on any phase relating to 
chest disease. The prize is open to contestants of 
other countries as well as those residing in the United 
States. The winning contribution will selected by 
a board of impartial judges and the award, together 
with a certificate of merit, will be made at the forth- 
coming annual meeting of the College to be held in 
Atlantic City, New Jersey, June 7-10, 1951. 

The College reserves the right to invite the winner 
to present his contribution at the annual meeting and 
to publish the essay in its official publication, DIS- 
EASES OF THE CHEST. Contestants are advised 
to study the format of DISEASES OF THE CHEST 
as to the length, form and arrangement of illustrations 
to guide them in the preparation of the manuscript. 

The following conditions must be observed: 

1. Five copies of the manuscript, typewritten in 

English should be submitted to the Executive 
ce of the College, 500 North Dearborn Street, 
Chicago 10, Illinois not later than April 1, 1951. 
2. The only means of identification of the author 
or authors shall be a motto or other device on 
the title page and a sealed envelope, bearing the 
same motto or device on the outside, enclosing 
the name of the author or authors. 
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A Keal American breakfast 


That a nutritious breakfast providing generous amounts of high quality 
protein prevents late morning hypoglycemia has been amply demon- 
strated. As shown by Thorn and co-workers,' and later confirmed by 
Orent-Keiles,? “. . . breakfast high in protein and low in fat and carbo- 
hydrate was followed by an improved sense of well-being and no symp- 
toms of hypoglycemia.” 


Meat for breakfast—ham, sausage, bacon, breakfast steaks—is an | 
appetizing means of increasing the protein content of the morning meal. 
Its biologically complete protein contains all essential amino acids, 
.. and serves well in complementing less complete proteins from other 
sources. Furthermore, muscle meat is an outstanding source of B iS 
The Seal of Acceptance de- . . . a 
notes that the nutritional state- complex vitamins and of iron. ra 
de in this advertise. 
a on recs * poe A (1) Thorn, G.W.; Quinby, J.T., and Marshall, C., Jr., Ann. Int. Med. 18:913 (June) 1943. 
Council on Foods and Nutri- (2) Orent-Keiles, E., and Hallman, L. F., Circular No. 827, United States Department of 
tion of the American Medical Agriculture, Bureau of Human Nutrition and Home Economics, Agricultural Research 
Association. Administration, Dec., 1949. 
American Meat Institute , 
Main Office, Chicago... Members Throughout the United States - 


A. 


Prize Essay Award Committee 
Eli H. Rubin, M.D., F.C.C.P., Chairman 
Charles P. Bailey, M.D., F.C.C.P. 
Hugh L. Houston, M.D., F.C.C.P. 
David Salkin, M.D., F.C.C.P. 
Henry C. Sweany, M.D., F.C.C.P. 


All general Practitioners are invited to attend the 
Second Annual Scientific Session of the South Carolina 
Academy of General Practice. 

It will be held Friday, October 13, at the Columbia 
Hotel, Columbia, S. C. The entire scientific program 
will be devoted to obstetrics. A complete program will 
be mailed to each general practitioner later. 

There will be entertainment for the ladies. 


The Fifteenth Annual Assembly of the United 
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States Chapter of the International College of Sur- 
geons will held in Cleveland, Ohio, October 31 to 
ar 3, with headquarters at the Cleveland 
Hotel. 

Surgical clinics will be held in several Cleveland 
hospitals on Monday, October 30. All scientific ses- 
sions will be held at the Cleveland Public Auditorium 
9:00 a. m. to 5:00 p. m. Tuesday through Friday. A 
most excellent program has been arranged at which 
time some of the most prominent surgeons of America, 
and some foreign speakers, will discuss the current 
contemporary surgical scene. 

Reservations may secured by writing to the 
Committee on Hotels, International College of Sur- 

eons, 511 Terminal Tower, Cleveland 13, Ohio. Pre- 
iminary programs may be obtained from the central 
office, 1516 Lake Shore Drive, Chicago 10. 


WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. A. F. Burnside, Columbia, S. C. 


Publicity Secretery: Mrs. Weston Cook, Columbia, S. C. 


Invitation to Convention of Woman's Auxiliary 

to the Southern Medical Association 

On behalf of the Woman’s Auxiliary to the Southern 
Medical Association an invitation is extended to each 
doctor’s wife in South Carolina to attend the Southern 
Auxiliary Convention, which is to be held in Saint 
Louis November 13-16, with Headquarters at Hotel 
Jefferson. 

The following Tentative Program assures everyone 
of a most delightful and instructive meeting. May I 
urge you to take advantage of this opportunity to 
learn more about the very fine and substantial work 
which is sponsored by our Southern Auxiliary. 

Should you desire further information it will be my 
pleasure to serve you. 

Sincerely, 

Mrs. J. L. Sanders, 

State Councilor, Woman’s Auxiliary 

to the Southern Medical Association. 

103 Crescent Ave., Greenville, S. C. 
Woman's Auxiliary————— 

Tentative Program 
WOMAN’S AUXILIARY 


to the 
SOUTHERN MEDICAL ASSOCIATION 
26th Annual Meeting 
HOTEL JEFFERSON, ST. LOUIS, MO. 
November 13-16, 1950 
Monday, November 13 


Tuesday, November 14 
Executive Board Breakfast 
Addresses of Welcome 
Response 
Recognition of Guests 
Reports of Officers 
Memorial Service 
Fashion Show and Tea, 


honoring Mrs. Arthur A. Herold, president 
Woman’s Auxiliary to AMA 


Wednesday, November 15 


General Session (continued ) 
Reports of Committees 
Reports of Councilors 
Election of Officers 
Luncheon 


Guest Speakers: 
Dr. Elmer Henderson, President American Medical 
Association 
Mrs. Arthur A. Herold, President Woman’s Auxiliary 
to the American Medical Association 
Recognition of State Presidents and Councilors 

Adjournment 

Come and help make this the biggest and best conven- 
tion ever. 


TODAY’S HEALTH—AUTHENTIC HEALTH 
MAGAZINE 

We would suggest that every doctor glance through 
a copy of Today's Health. Through the efforts of the 
Auxiliary to the South Carolina Medical Society it is 
hoped that there will be a copy in every doctor's 
office. Not only will they work to do this but to have 
a copy in every doctor's home where there are 
children. Because like the shoemaker the doctor has 
too little time for his family and Today’s Health is 
the only authentic Health magazine. 

If every Auxiliary member is responsible for one 
copy alone that will be five hundred subscriptions. 
Today’s Health makes an excellent Christmas present. 
It comes every month, requires no shopping, no wrap- 
ping, no en. | Doctor, please glance through a copy 
and be prepared when your wife asks you the question. 


THE BATTLE OF THE ROLLING PINS 

Should anyone doubt that the members of the’ Wo- 
man’s Auxiliary to the South Carolina Medical Asso- 
ciation have been anything but aggressively active in 
their fight against the menace of Compulsory Health 
Insurance they need only to examine the record of 
their accomplishments to find that they have been 
working shoulder to shoulder with their doctor 
husbands ever since the fight began. 

At the very beginning the Woman's Auxiliary 
launched a program of self-education concerning the 
evils of socialized medicine. Well-informed speakers 
on the subject talked before each of our twelve 
county Auxiliaries, teaching and explaining the threat 
of a bureaucratic system that would rob medicine of 
its precious heritage of free enterprise. Armed with 
this information and with a plentiful supply of 
pamphlets and leaflets from the National Education 
Campaign of the American Medical Association to 
support their arguments, the women of our Auxiliary 
have gone forth like an army of crusaders to carry 


ae 


an 
| 
7:00 P.M. ....--.--- Dinner and Entertainment 
with the Southern Medical Association 
| 
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The only KEELEY INSTITUTE in The Southeast 
For The Treatment of Alcoholism Exclusively 


The Keeley method of treatment recognizes that acute alcoholism first must be medically 
treated as a disease before other curative forces can be effective. Each patient is given indi- 
vidual medical attention and guidance toward rehabilitation. Psychotic patients are not ac- 
cepted. 


The Keeley method of treatment combines the latest medically proven and accepted tech- 
niques with the experience of over 50 years clinical work in treating alcoholics exclusively. 
Keeley maintains its own laboratories at Dwight, Illinois, for research in therapy and 
rehabilitation. 


The Keeley Institute is ideally located near the heart of Greensboro, N. C. The spacious 
grounds occupy an entire city block offering the quiet and seclusion of the country within 
the city. 

The patient is not confined. On the grounds are restful shade trees and gardens, and 
outdoor recreational facilities. As the patient’s condition permits, he is allowed off the grounds 
several hours each day. Control of each patient is maintained through the close supervision 
of the medical staff. 


; Only consent patients are accepted. The conditioned reflex treatment and the use of un- 
necessary restraint are rejected. Rather, facilities and staff are teamed to create an atmos- 
phere that will enable each patient to understand and accept the responsibility in working 
toward his own rehabilitation. 

Professional inspection is invited. 


Male patients chiefly. New facilities for a limited number of women patients, 


THE 


INSTITUTE 


Telephone 2-4413 GREENSBORO, NORTH CAROLINA P. O. Box 29 
A. F. Fortune, M. D., Medical Director Ben F. Fortune, M. D., Associate Medical Director 
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their message across the bridge table, over the back 
fence, to the butcher and the baker, to the beauty 
shops, to the domestic help in their kitchens, to their 
children’s schools, to their church groups—to every 
imaginable place where women congregate and talk. 
Some of the organized counties held open meetings to 
which were invited the leaders of other organizations 
some sponsored radio broadcasts, some organized 
speakers bureaus to carry the message to other or- 
ganizations, some sponsored essay contests in the high 
schools of their towns and cities. Every method that 
the ingenious minds of women could evoke was used 
to advantage to educate the citizens of our state. 

But we did more than this. We voiced our protests 
earnestly and vigorously to our state representatives 
in Woddnates. With our state Auxiliary setting the 
pace, a flood of endorsements opposing any form of 
Compulsory Health Insurance poured into the offices 
of our senators and congressmen in Washington. Not 
a one of our twelve Pace sore failed in this duty. And 
along with our endorsement went the endorsements of 
many other women’s organizations throughout the 
state. Yes indeed, our senators and congressmen know 
that the women of South Carolina want nothing what- 
soever to do with Compulsory Health Insurance. An 
they know too that we didn’t like Mr. Truman’s Re- 
organization Plans either for we sent them wires and 
letters opposing those plans. 

And still we have done more than this. During the 
early summer months we realized that we must assume 
the role of amateur politicians in our Democratic 
primary elections to ensure the election of only those 
congressional candidates who were actively opposed 
to any form of Compulsory Health Insurance. Quietl 
but earnestly we got to work. The leaders in eac 
organized county were contacted and asked to urge 
their members to register and, with their families and 
friends, to appear at the poles to vote for the right 
candidate. Onl the election books could tell the story 
of how many doctors’ wives cast their vote on election 
rday, but we are confident that the results of the elec- 
tion reflect the seriousness with which we met this 
duty and the influence we must have exerted over 
many other votes that were cast that day. In the second 
primary we geared ourselves into action once again 
and by means of telegrams and cards alerted our 
members to appear at the polls to vote once more for 
the right candidate for election. All of us know the 
results of the election and we are happy and pleased. 

It is with modesty that we cite these instances of 
our work in the field of legislation for we know that 
a mighty task still looms ahead of us until the threat 
of Compulsory Health Insurance is quelled once and 
for all we must continue to fight. With the continued 
advice and consent of our medical advisors we shall 
carry on our fight and our enemies will realize more 
and more bitterly that the opposition of the rolling 
pin can be as strong as that of the sword. 

Mrs. Manly E. Hutchinson 
Chairman of Legislation 
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DEATHS 


JOHN CHROSTOPH VonLEHE 


Dr. John C. VonLehe, 59, died at his home in 
Walterboro on August 3, after an illness of seven 
years. 


A native of Walterboro, Dr. VonLehe received his 
education at the College of Charleston, the University 
of South Carolina, and was graduated from the Medi- 
cal College of the State of South Carolina in 1915. He 
practiced at Cottageville for a short while but moved 
to Walterboro in 1918 where he practiced until 1943 
when his health failed. 


Dr. VonLehe is survived by his widow and two 
sons. 


JAMES ARTHUR NORTON 


Dr. J. A. Norton, physician of Conway for almost 
fifty years, died at, his home there on July 21 after a 
long illness. 


Dr. Norton was born in Conway, October 4, 1877. 
He attended the public schools of Conway, Wofford 
College and was graduated from the Medical College 
of the State of South Carolina. He did post-graduate 
work at the University of Maryland before returning 
to Conway to practice. During World War I Dr. Nor- 
ton served as a captain in the medical corps. 

Surviving are his widow, a son and two daughters. 
Twin sons were killed in World War II when the 
bomber of which one was pilot and the other co-pilot, 
crashed over France. 


BIRTHS 


Dr. and Mrs. Benjamin Francis Wyman, Jr., an- 
nounce the birth of a daughter, Harriet Elizabeth, 
July 12, at the Columbia Hospital. 


Dr. and Mrs. Frank Lee of Florence announce the 
birth of a son, Frank Barnwell Lee, Jr., on August 17. 


— 


